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with accounts of the complications 
following gastric resection. A survey 
of the American surgical literature, how- trectomy are presented. A review of 
ever, reveals only meager reference to de- the pertinent current literature is in- 
vascularization of the gastric remnant. Gilek ace mw of te cole 
Rutter, in 1953, reported . eames of eral arterial pathways to the prox- 
necrosis of the gastric remnant in a pa- imal portion of the stomach. An 
tient aged 40, in which high mobilization avascular remnant is obviated by 
about the = ow t of the body and the appropriate preservation of an ade- 
fundus was required to resect a high juxta- quate blood supply. Early diagnosis, 
esophageal benign ulcer and perform a with early reexploration, is suggested 
as the treatment of choice. 


Two cases of ischemia of the gas- 


To surgical literature is voluminous 
tric remnant following subtotal gas- 
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Billroth I reconstruction. The author 
warned surgeons against too high a re- 
section, especially in an aged patient with 
generalized arteriosclerosis, and advised 
that in such cases the upper vasa brevia 
be jealously safeguarded. 

Spencer, in 1956, reported a similar 
case, in which the condition followed an 
80 per cent radical subtotal gastrectomy 
and splenectomy, with ligature of the left 
gastric artery at its origin for carcinoma. 
At reexploration on the third postopera- 
tive day, it was observed that there was a 
small perforated gangrenous area and that 
the whole gastric remnant appeared avas- 
cular. A total gastrectomy was performed, 
which was eventually successful. 

Stuart and Jordon, in 1957, reported 2 
cases of ischemic sequelae due to exces- 
sive mobilization of the stomach. In 1 
case there was frank gangrene at reex- 
ploration on the ninth postoperative day. 
In the other there was an anastomotic 
perforation secondary to deficiency of the 
blood supply to the residual gastric pouch. 


REPORT OF CASES 


CASE 1.—F. A., an obese white man aged 76, 
was admitted to the hospital with hemorrhage 
from the upper part of the gastrointestinal 
tract. After subsidence of bleeding, barium 
studies revealed hiatus hernia, chronic duo- 
denal ulcer, and duodenal and sigmoid diver- 
ticuli, all as possible sources of hemorrhage. 
Billroth I hemigastrectomy, with vagotomy 
and transabdominal repair of hiatus hernia, 
was performed. On the eighth postoperative 
day, a gastroduodenalcutaneous fistula devel- 
oped through a partially dehisced wound. On 
the nineteenth postoperative day a double (de- 
compression and feeding) proximal jejunos- 
tomy was performed because of unabating 
fistula and deterioration of the nutritional 
status. At reexploration an avascular rem- 
nant, with disruption at the suture line, was 
seen. Subsequently the patient did poorly in 
spite of administration of corrective intra- 
venous fluids and electrolytes, jejunostomy 
feeding and blood transfusion. On the twenty- 
third postoperative day the patient became 


MARCH, 1959 


comatose and died of terminal bronchopneu- 
monia. 


CASE 2.—J. M., a white woman aged 72, was 
admitted to the hospital poorly nourished, and 
a diagnosis of pyloric ulcer and cholelithiasis 
was established. A Billroth II antecolic sub- 
total gastrectomy for benign ulcer and chole- 
cystectomy was performed. The stomach was 
mobilized completely to the esophageal level, 
and the level of ligation of the left gastric 
artery was high. On the eighth postoperative 
day the patient’s wounds dehisced and her con- 
dition rapidly deteriorated. At reexploration, 
a gangrenous gastric remnant was observed, 
which required resection and esophagejejun- 
ostomy with closure of the wound dehiscence. 
The patient died on the tenth postoperative 
day. Autopsy was not performed. 


COMMENT 


In Case 1, in order to perform a 
Billroth I anastomosis without tension, 


“most of the left gastric and the short 


gastric arterial supply was _ sacrificed. 
Vagotomy and hiatus herniorrhaphy con- 
tributed to further destruction of the blood 
supply to the gastric remnant. More at- 
tention to duodenal mobilization rather 
than to extensive mobilization of the upper 
part of the stomach, might have averted 
death. 

In Case 2, high mobilization was simi- 
larly performed, and a gangrenous gastric 
remnant was observed at reexploration. 

Several authorities have stated that, be- 
cause of rich vascular collateral in the 
stomach, extensive mobilization can be 
performed with impunity. 

Michels listed three intrinsic arterial 
collateral routes: (1) arcus arterius ven- 
triculi superior (anastomosis between the 
right and left gastric arteries along the 
lesser curvature) ; (2) arcus arterius ven- 
triculi inferior (anastomosis between the 
right and left gastroepiploic arteries on 
the greater curvature), and, (3) arcus 
epiploicus magnus of Barkow (in the 
greater omentum). In addition, multiple 
extrinsic gastric collateral pathways exist. 
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These include two pancreaticoduodenal- 
arcades and complex contributions from 
the inferior phrenic to the upper vasa 
brevia of splenic origin and to cardio- 
esophageal branches of the left gastric. 

Michels emphasized, on the basis of 200 
specimens, the important role of the left 
inferior phrenic artery in collateral circu- 
lation of the spleen, stomach and esoph- 
agus. In most cases the esophageal 
branches of this artery showed communi- 
‘cation with the short gastric arteries of 
splenic origin and with the cardioesoph- 
ageal branches of the left gastric artery. 

The blood supply to the gastric remnant 
is potentially threefold; i.e., it comes from 
the left gastric and inferior phrenic ar- 
teries and the vasa brevia from the splenic 
artery. It seems essential that at least 
one of these sources should be completely 
preserved and, preferably, a portion of a 
second source as well. 

Michels has warned surgeons that anas- 
tomosis between the right and left gastro- 


epiploics is absent in 10 per cent of sub- 
jects. This has great importance in relation 


to esophagogastrectomy. Michels further 
stated that in 25 per cent of the popu- 
lation the left gastric artery gives off a 
large left hepatic artery. Of this 25 per 
cent, one-half were replaced left hepatics 
and one-half were accessories. Ischemic 
necrosis of the left lobe of the liver, there- 
fore, might result from ligature of the 
left gastric artery at its origin, as in radi- 
cal subtotal gastrectomy for carcinoma. 
Rarely, both right and left hepatic arteries 
arise from the left gastric artery. Michels 
observed 1 instance of this in his series 
of 200 dissections. 

An avascular remnant is a potential 
complication that requires forethought in 
high subtotal gastric resection especially 
in association with splenectomy, vagotomy 
or hiatus herniorrhaphy. In Billroth I re- 
sections it is advisable to preserve an ade- 
quate blood supply to the remnant, espe- 
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cially when vagotomy is concommitantly 
performed, and to focus attention on duo- 
denal mobilization rather than extensive 
gastric mobilization to obtain an anasto- 
mosis without tension. Jealous safeguard- 
ing of one complete source of blood supply 
and, preferably, a portion of a second 
source as well, will protect the patient 
against the often disastrous sequelae of an 
avascular remnant. 

This diagnosis should be considered 
after high subtotal resection, particularly 
when splenectomy or some other associ- 
ated procedure at the hiatus has been 
performed, if the patient is not doing well 
from the third to the eighth postoperative 
day. Signs of peritonitis are usually not 
impressive. Low grade fever and leukocy- 
tosis are usually present. Finally, tachy- 
cardia, hypotension and precipitous deter- 
ioration herald frank gangrene. The syn- 
drome may present as a gastrojejunocu- 
taneous or a gastroduodenocutaneous fis- 
tula either through a drain site or a wound 
dehiscence, signifying disruption of the 
anastomosis. 

It appears that a high index of suspicion 
of an avascular remnant, coupled with 
early reexploration and resection of the 
ischemic or gangrenous remnant, would be 
the treatment of choice. 


Acknowledgment: I am indebted to Dr. R. R. 
Coffey for advice and encouragement. 


SCHLUSSFOLGERUNGEN 


Es wird tiber zwei Falle von Ischimie 
des Magenstumpfes nach subtotaler Ma- 
genresektion berichtet. Der Verfasser gibt 
einen Uberblick iiber die gegenwirtige 
einschlagige Literatur und eine Zusam- 
menfassung der arteriellen Kollateralver- 
sorgung des oberen Magenabschnitts. 

Ein gefissloser Magenstumpf lasst sich 
nur durch Erhaltung angemessener Blutzu- 
fuhr korrigieren. Als Behandlung der 
Wahl wird sofortige Nachoperation nach 
moglichst friihzeitiger Diagnose angeraten. 
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CONCLUSIONS 


Deux cas d’ischémie du moignon gas- 
trique aprés gastrectomie subtotale sont 
présentés, avec une revue de la Jittérature 
et un résumé des voies artérielles colla- 
térales 4 la portion proximale de |’estomac. 

Un moignon gastrique avasculaire est 
évité par une bonne préservation de |’ap- 
port sanguin. I] faut s’efforcer de poser 
un diagnostic précoce suivi d’une ré-ex- 
ploration. 


CONCLUSIONI 


Vengono descritti due casi di ischemia 
del moncone gastrico dopo resezione sub- 
totale. Viene fatta una rassegna della 
letteratura su questo argomento ed un ri- 
assunto delle nozioni relative alla vascola- 
rizzazione del tratto prossimale dello sto- 
maco. 

Si puod evitare di lasciare un moncone 
avascolare risparmiando le arterie neces- 
sarie; la cura é rappresentata dal reinter- 
vento. 


CONCLUSOES 


Apresenta dois casos de isquemia dos 
restos estomacais pds gastrectomia sub- 
total. Faz a reviséo da literatura e da cir- 
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culacaéo colateral da porgao proximal 
Uma porcaéo remanescente avascular é 
evitada pela preservacéo adequada de su- 
primento sanguineo, Como tratamento de 


escélha indica a re-explorac&o precoce. 
CONCLUSIONES 


Presenta el autor dos casos de isquemia 
en el segmento gastrico después de una 
gastrectomia subtotal. Lo acompafia de 
una revisién de la literatura médica refer- 
ente a tales casos y de un resumen de las 
vias de circulacién colateral en la porcién 
proximal del estémago. Se puede evitar el 
segmento gastrico avascular por una ade- 
cuada conservacién del riego sanguineo. 
Sugiere el autor el diagndéstico y la re- 
exploracién precoz para el tratamiento de 
elecci6n. 
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Corvisart thus played an important and honourable role in the development of 
percussion, and he also played a role in the discovery of auscultation, the great 


sister discovery. 


In 1801 a serious young medical student came up to Paris to 


study medicine and, attracted by the fame of the great teacher Corvisart, enrolled 
in his classes. This young student the world now honours as the immortal Laénnec. 
Corvisart took a friendly, fatherly interest in the young student, encouraging him 
in his work; and Laénnec in turn was filled with tremendous enthusiasm and respect 


for his teacher. 


—Major 





Extensive Resections of Huge 


Elephantoid Tissues 


T. KANAKA RAJU, F.R.C.S. 


(Eng.), F.I.C.S. 


RAJAHMUNDRY, INDIA 


Rajahmundry and the neighboring 

districts and presents a variety of 
clinical manifestations. Elephantiasis may 
be defined as a progressive histopathologic 
state characterized by chronic hyper- 
trophy of the deep fascia and the hypo- 
dermic and dermal connective tissues, 
primarily due to obstruction of the lym- 
phatics. Some patients with elephantiasis 
of the legs and scrotum, or both, are so 
crippled that they are completely bedrid- 
den owing to the enormous size and weight 
of the elephantoid tissues, not to speak 
of the periodic fever in some cases that 
results in deep abscesses. Elephantoid 
tissues.in some cases weigh more than the 
patient himself. 

This paper which is based on the work 
done by my associates and me at the 
Government Hospital, Rajahmundry, 
South India, during the past six years, 
describes an operation for elephantiasis 
of the legs and another operation for the 
treatment of a huge elephantoid scrotum. 
The procedure in the case of elephantiasis 
of the legs, with the modifications indi- 
cated, is not time-consuming and is not 
followed by complications. Skin grafts 
take well, and healing occurs in a surpris- 
ingly short time. The patient is afebrile 
throughout the postoperative period. 
These operations may interest surgeons in 
other parts of the world. 

I present only the 2 illustrative cases, 
with preoperative and postoperative 


Fi ajatmondey is highly endemic in 


From the Government Hospital, —e- 
Submitted for publication Feb. 28, 


photographs. These operations, the tech- 
nic of which I have standardized, have 
given relief to many, 

The clinical recognition of this condi- 
tion is easy, although microfilaria are 
rarely present in the blood of the pa- 
tient by day or by night. Further, the 
dead or living falarial adult worms could 
not be demonstrated in patients showing 
these manifestations. I suggest, there- 
fore, the possibile association of hemo- 
lytic streptococci and staphylococci with 
this disease, and that these organisms are 
responsible for these manifestations and 
for the repeated attacks of inflammation 
and coexistent anemia that are invariably 
present in these cases. 

CASE 1 (elephantoid scrotum). — The pa- 
tient was a local Raja aged 47. A preopera- 
tive photograph could not be taken because 
of a sentimental objection. Photographs of 


the removed tissue are presented to give an 
idea of the size of the scrotum (Fig. 1). The 





Histologic and bacteriologic stud- 
ies of elephantoid tissues are re- 
corded, and the details of an opera- 
tion for huge elephantoid legs and 
scrotums, as modified by the author, 
are described. The necessity of ex- 
cising elephantoid tissue, including 
the deep fascia, is emphasized. The 
operation as modified by the author 
is not time-consuming and is free 
from postoperative complications. 
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Fig. 1.—Excised specimen (see text). 


scrotum weighed 112 pounds, while the pa- 
tient’s weight after the operation was only 
92 pounds. 

The patient was thoroughly examined and 
prepared for operation, which was under- 
taken, in spite of the huge size and weight 
of the elephantoid tissue, because of the 
relatively small size of the pedicle by which 
the whole growth was suspended. 

Unless the incisions made in the opera- 
tion are well planned, shock may result, 
owing to hemorrhage and the time factor. 
With a well planned incision, this patient 
required, as an adequate precaution, only 
200 cc. of whole blood and 300 cc. of 
plasma during the operation, despite the 
immense size of the scrotum. Seven cc. 
of light Nupercaine (1:1,500), adminis- 
tered spinally, was the anesthetic used. 

Operative Technic.—Briefly, the technic 
of the operation is as follows: A total 
monoblock radical excision of the scrotum 
is done, including the thickened penile 
skin. Three points are selected: one on 
each side of the symphysis pubis and a bit 
beyond the elephantoid tissue, and the 
third in the perineum. 

Three artery forceps are clipped at the 
three points. These points represent an 
inverted triangle surrounding the pedicle 
of the elephantoid tissue. An assistant 
keeps taut the two artery forceps on the 
lower part of the outer abdominal wall. 
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The incision between the two points is 
deepened through the deep fascia, i.e., the 
sheaths of the rectus abdominis and 
pyramidalis muscles. The muscles are ex- 
posed, and the spermatic cord on each side 
is lifted up by means of gauze or Lane’s 
forceps. The bleeding points are ligated, 
Thus, through an inverted triangular sur- 
rounding incision, the whole mass of ele- 
phantoid tissue and also a bit of surround- 
ing skin will be excised, As has been 
mentioned, this consists in dividing the 
base of the tumor as a first step, so ex- 
posing, identifying and isolating the cords. 
By following the cords downward one 
locates both testes which may be wrapped 
in hot towels. The penis must be well 
mobilized, to its very root. , 

4. A filarial scrotum is usually asso- 
ciated with a hydrocele and sometimes 
with a hernia. If there is a hernia, it is 
wise to deal with it at an earlier sitting, 
before undertaking the scrotal excision. 

5. The testes are then transplanted into 
subcutaneous pouches of the thigh with- 
out tension or pressure, and the edges of 
the wound are so brought together as to 
embrace the penis in a T-shaped manner. 
The penis is treated with a Thiersch skin 
graft. 

6. An indwelling catheter is a very use- 
ful splint to keep the penis taut, with a 
plug which may be taken out once in every 
six hours to release the urine from the 
bladder. This is of great help in keeping 
the bladder empty without frequent cath- 
eterization. The indwelling catheter may 
be removed in a day or two. 

7. Sepsis of the bladder and stone for- 
mation are only theoretical possibilities if 
only a catheter is used for a few days. 
Sloughing of the urethra and fistula for- 
mation do not supervene. 

This complication, i.e., fistula formation 
may result if the testes are not placed in 
their proper pouches in the thigh but 
allowed to press upon the urethra, with a 
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Fig. 2.—Operative technic (see text). 
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tightly fitting indwelling catheter. If the 
catheter is small and lying loosely in the 
urethra and is maintained in position by 
a stitch to the glans for only a day or two, 
it will obviate the need of frequent cath- 
eterization. This may be necessary for a 
few days during the postoperative period; 
also, it prevents the soiling of dressings 
by urine. Sulfonamides and _ penicillin 
may be used to prevent infection of the 
bladder, the urethra and the wound. 

It may be wise to explain how best the 
skin grafts can be maintained in position 
without folding or “bunching up” at a time 
when the penis is likely, postoperatively, 
to assume various shapes. 

a. The penis is held taut by stitches, 
one at the frenum and another on the 
dorsum of the penis, passed at the level 
of the corona glandis (Fig. 2). 

b. The Thiersch grafts are taken from 
the thighs. 

c. Tapes of sulfonamide petrolatum 
gauze or wet saline gauze are used to 
encircle the penis and keep the Thiersch 
grafts in position. 

d. The sutures, “like guy ropes for a 
tent,’”’ may be used to keep the penis taut 
by stretching them. The sutures on the 
penis are allowed to fall back on the gauze 
placed superficial to the skin graft, and 
gauze tapes are again wound round the 
penis over these sutures. This maneuver 
keeps the penis and the properly spread 
skin grafts together, regardless of erec- 
tion or depression of the penis, without 
danger that the skin grafts will be folded 
upon themselves during these processes. 
Otherwise, the whole skin graft and dress- 
ings may slip forward from over the penis. 
An inverted T bandage is used (Fig. 2). 

Modified Kondoleon’s Operation as Fur- 
ther Modified by Author.—In 1874 Sappey 
observed that in the presence of elephan- 
toid states the deep fascia forms an im- 
penetrable barrier for the exchange of 
lymph between the superficial and deep 
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lymphatic systems. This block is due to 
fibrosis of the lymph channels after a 
bacterial or filarial invasion. In some 
cases the cause of the block is unknown. 
It may be filarial or congenital (Milroy’s 
disease) . 

Kondoleon observed that the elephantoid 
tissue is superficial to the deep fascia and 
that its abundant growth is due to the 
nourishment derived from the stagnated 
lymph, which is rich in proteins. 

Kondoleon’s operation consists in exci- 
sion of strips of deep fascia and sub- 
cutaneous tissue and closure of the wound. 
The slight reduction in the size of the legs 
and the poor cosmetic results made me 
completely modify the original Kondoleon 
procedure. This modified operation has 
afforded relief. A typical reduction in 
the size of the legs is shown in Figure 4 A, 
B and C. 

Some authors have described total exci- 
sion of elephantoid tissue supplemented by 
skin grafting, but with no indication as 
to whether the deep fascia is completely 
excised. This is important, for in these 
cases the deep fascia is sclerosed and often 
calcified because of recurrent attacks of 
inflammation. The few normally existing 
apertures in the deep fascia are completely 
occluded. The need for excising the ele- 
phantoid tissue along with the deep fascia, 
to establish communication between the 
superficial and deep lymphatics with im- 
mediate skin grafting, is emphasized. 


Preoperative care of the patient in- 
cluded elimination of focal and _ local 
sepsis. Nutritious food, liver extract, iron 
and Vitamin B complex are given to 
counteract undernutrition and anemia. 
A prophylactic dose of tetanus antitoxin 
is also given. 


The anesthetic of choice is 8 to 10 ce. 
1:1,500 solution of Nupercaine hydro- 
chloride, given by the spinal route. This 
reduces the blood pressure to the level 
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Cc 


Fig. 3.—Photomicrographs (hematoxylin and eosin, X 60) showing (A) perivascular collar of in- 

filtrating round cells; (B) multiple foci of granulomas in dense connective tissue stroma; (C) ede- 

matous collagenous tissue, with pronounced intimal and medial proliferation of an arteriole occlud- 

ing lumen, and (D) calcified venule just below top dead filaria; medial proliferation of an arteriole; 
edematous collagenous tissue. 


desired to minimize bleeding in the ex- anesthetic has been administered, the 
tensive area from which the elephantoid _ leg is held up for about three minutes as 
tissue is to be excised. Soon after the in an operation for removal of cartilage 
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of the knee joint, and a tourniquet is ap- 
plied over the midthigh region, 

Large Thiersch grafts are then carved 
from the elephantoid growth with an or- 
dinary straight razor or a dermatome. As 
the skin is stretched over the elephantoid 
tissue, the cutting of the skin grafts is 
very easy. The grafts are preserved in 
saline solution. 

An incision is made around the poste- 
rior aspect of the leg, down to the muscles 
at the proximal end of the gross lesion, 
and the vessels are ligated at each end to 
prevent bleeding while the elephantoid 
tissue below is excised. The patient is 
then turned on his back or the leg flexed, 
and the incision is extended anteriorly 
over the proximal end of the growth. The 
elephantoid tissue below is then shelled 
out with the deep fascia, the muscles be- 
ing exposed throughout. This is done con- 
veniently through a vertical incision ex- 
tending on to the dorsum of the foot and 
deep fascia along with the elephantoid 
tissue, and it has the double advantage of 
reducing the loss of blood and shortening 
the time required for excision. 

Dissection on the posterior aspect of 
the leg is facilitated if the limb is sup- 
ported on blocks covered by sterile towels. 


Fig. 4.—A, preoperative anterior view; B. preoperative posterior view; C, postoperative appearance. 
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The time taken for excision is about forty 
minutes. The tourniquet is released, and 
the bleeding points are ligated or con- 
trolled by hot packs and pressure. I 
ligate a number of bleeding points with a 
continuous catgut stitch, which I call a 
“mass ligature,” instead of ligating each 
bleeding point separately. It saves time, 
and this makes all the difference. (Since I 
adopted this type of ligature, the success 
of extensive excisions I have done is due 
to this technic, which I have standard- 
ized.) 

The raw surface is then dusted with 
sulfonamide powder, and penicillin solu- 
tion, 10,000 units in 10 cc. of water, is 
instilled over the area, which is then 
covered with a skin graft. The skin is 
kept spread by a stitch here and a stitch 
there, according to requirement. 

The area is then covered with large 


sheets of petrolatum gauze; occlusion 


plaster is applied and is removed within 
ten to twelve days after the operation. The 
results are gratifying. Evenness in the 
limb is induced by the use of elastic band- 
ages over the grafted surface for a month. 

General septicemia is not encountered, 
though antibiotics are not used as a rou- 
tine postoperative measure. Immediate 
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skin grafting, a pressure bandage and oc- 
clusion plaster ward off postoperative 
shock. Routine blood or plasma transfu- 
sions are unnecessary. There have been 
no deaths in these cases. 

Morbid Anatomic and Histologic Nature 
f the Excised Tissues.—Histologic study 
f the excised tissue reveals perivascular 
nfiltration of round and plasma cells, 
ibundant increase of fibrous tissue, lym- 
vhangitis and endophlebitis. 

The skin is excessively hard, thickened, 
‘fissured and nodular. Papillary acan- 
thosis, marked hyperkeratosis and round 
cell infiltration are the chief histologic 
features. The corium is composed of 
abundant edematous fibrous tissue, some 
of which is of a collagenous type. Multiple 
foci of round and plasma cells, with an 
occasional foreign body giant cell forma- 
tion, are seen throughout the dermis. 
Perivascular collections of round cells, 
with or without endarteritic changes, par- 
tially occluding the lumen of the vessel, 
are observed. Inflammation of the intima 
of the vessel with total occlusion of the 
lumen, lymphangiectiasis and hypertrophy 
of the musculature of the vessel walls are 
also observed. 

The serous fluid that exuded during ex- 
cision of the elephantoid tissues contained 
3.5 Gm. of proteins and 640 mg. of chlo- 
rides per hundred cubic centimeters. Cocci 
were recovered from cultures of the ex- 
cised tissues, and questionable respon- 
sibility could be attributed to them for the 
elephantoid condition. 

CASE 2 (elephantiasis of the leg).—The huge 
elephantoid leg in Case 2 (Fig. 4) was op- 
erated on in three stages at intervals of three 
weeks. 

In the first stage the proximal third, i.e., 
the elephantoid tissue from the lower part 
of the thigh; in the second, skin from the 
upper part of the thigh was grafted and that 
portion of the leg similarly operated on. In 
the third stage the remainder, including the 
dorsum of the foot, was likewise dealt with. 





279 


KANAKA RAJU: ELEPHANTIASIS 
COMMENT 


The cases are being followed. Fissures 
on the dorsum of the foot, which were 
noticed in some cases, were successfully 
controlled by oral administration of com- 
ponents of the Vitamin B complex and cod 
liver oil dressings. 


ZUSAM MENFASSUNG 


Die Ergebnisse histologischer und bak- 
teriologischer Untersuchungen elephan- 
toiden Gewebes werden berichtet. 

Die Einzelheiten einer Operation fiir 
massive elephantiastische Beine und Ele- 
phantiasis des Hodensacks werden mit 
den Modifizierungen des Verfassers ange- 
geben. 

Die Notwendigkeit, elephantoides Ge- 
webe einschliesslich der tiefen Faszie zu 
resezieren, wird hervorgehoben. 

Der vom Verfasser modifizierte Eingriff 
beansprucht nicht viel Zeit und fiihrt zu 
keinerlei postoperativen Komplikationen. 


RESUMEN 


Se estudian en este trabajo la histologia 
y la bacteriologia del tejido elefantidsico. 
Se describe una operacion, modificada por 
el autor, para el tratamiento de las pier- 
nas y del escroto elefantiasicos. 

Se insiste sobre la necesidad de extirpar 
el tejido elefantiasico incluyendo la fascia. 

La operacién descrita no requiere mucho 
tiempo y carece de complicaciones post- 
operatorias. 


RESUME 


Des études histologiques et bactériologi- 
ques sur les tissus éléphantoides sont rap- 
portées. 

L’auteur décrit les détails de l’operation 
de )’éléphantiasis des jambes et du scro- 
tum selon une technique personnelle mo- 
difiée. 

La nécessité d’exciser les tissus éléphan- 
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toides, y compris le fascia profond, est 
soulignée. 

La technique modifiée par |’auteur est 
simple, rapide et exempte de complications 
postopératoires. 


RIASSUNTO 


Vengono descritti i eperti istologici e 
batteriologici dei tessuti elefantiasici, 

Viene tracciata la tecnica, secondo una 
modificazione dell’autore, per il tratta- 
mento dell’elefantiasi degli arti inferiori 
e dello scroto. 

Viene sottolineata la necessita di aspor- 
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tare anche la fascia profonda assieme ai 
tessuti elefantiasici. 

L’intervento descritto @ rapido e im- 
mune da complicazioni postoperatorie. 


SUMARIO 


Recorda os estudos histologicos e bac- 
teriologicos dos tecidos elefantiasicos. 

Lembra os promenores tecnicos de ope- 
racao para elefantiases das pernas e dos 
escrotos, modificados pelo autor. 

Asoperacaéos modificada pelo A. sao 
mais breves e livres de complicagées pos- 
operatorias. 


In order to comprehend the role played by Renaissance art in the development 


of medicine, we should remember that medical science and art have been closely 


related for long periods in history. 


religion formed an indissoluble trinity. 


In ancient civilizations, medicine, art, and 
The priest of primitive cultures was also 


the medicine man who, besides acting as an intermediary between the gods and the 
people, used his influence with the deities to cure the sick, He was also the first 
patron of the arts, since he had to present the deities to his people in the most 
artistic form, which forced him to seek artists who could fashion the best images 


of the gods. The priest, therefore, was not only a healer but also a Maecenas. 


—Marti-Ibanez 





Obstructing Eosinophilic Granuloma of the 


Stomach Associated with Arteriomesenteric 


Duodenal Compression 


MEYER O. CANTOR, M.D., F.A.C.S. 


DETROIT, MICHIGAN 


HE presence of an obstructing eosin- 
“T onnite granuloma of the stomach in 

a patient who also presents duodenal 
obstruction as a result of arteriomesenteric 
duodenal compression has never before 
been reported. In the patient herein re- 
ported, each of these lesions independently 
produced a high-grade partial obstruction. 


REPORT OF CASE 


L. C., a 40-year-old Negress, was admitted 
to Grace Hospital on Dec. 17, 1956, complain- 
ing of epigastric pain and vomiting. She had 
been well until eight weeks prior to admission. 
She then noted the onset of gnawing pain in 
the epigastrium. This was associated with 
nausea and vomiting of small amounts of bile. 
The pain was persistent despite treatment. She 
vomited solid food but was able to retain liq- 
uids. Shortly after the onset of pain she noted 
that she staggered when she walked. With the 
passage of time this increased in severity. 

The past history was noncontributory except 
for severe allergy to a wide variety of foods. 

Examination revealed the patient to be well 
nourished and well developed. She was in no 
distress. The physical examination gave en- 
tirely negative results. Neurologic examina- 
tion revealed her to be dull mentally, although 
she had gone to business college prior to the 
onset of the present illness. She was oriented 
but slow in response. She subtracted sevens 
slowly. She was unable to walk without sup- 
port but appeared to overdramatize this. The 
cranial nerves, ocular fields and ocular fundi 
were normal. The pupils were normal. Tests of 
motor function revealed good strength, but the 
patient did not sustain power in the tests. The 
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In a review of the literature only 
35 cases of eosinophilic granuloma 
of the stomach were found recorded. 
The sources of these are listed in 
the author's bibliography. The con- 
comitant presence of obstructing 
arteriomesenteric compression of the 
duodenum has never been recorded. 
In the case here reported, the strong 
history of allergy lends further sup- 
port to the theory that the causation 
is allergic. The high-grade partial 
obstruction caused an encephalo- 
pathic condition, which disappeared 
on surgical relief of the obstruction. 
The operative indication was the 
presence of duodenal as well as 
gastric obstruction. If a diagnosis 
of obstructing eosinophilic granu- 
loma of the stomach is made, con- 
servative treatment with steroids 
may obviate the need of surgical 
intervention. 











deep reflexes were hyperactive but equal. A 
diagnosis was made of toxic encephalopathy, 
on the basis of the neurologic examination. In 
the differential diagnosis, bromidism, porphy- 
ria and tumor of the frontal lobe were consid- 
ered. 

Laboratory Studies.—A spinal tap on De- 
cember 24 revealed clear fluid under a pressure 
of 150 cm. of water. The cell count was 8. The 
spinal fluid sugar level was 67 mg. The value 
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Fig. 1—Note considerable narrowing of gastric 
antrum at point A. 


for sodium chloride was 610 mg. and that for 
proteins 17 mg. There was a slight trace of 
albumin. A Kline test of the spinal fluid 
gave negative results. The gold curve was 
1111000000. 

The blood cell count on December 18 revealed 
13.9 Gm. of hemoglobin. The erythrocyte count 
was 4,500,000 per cubic millimeter and the 
leukocyte count 5,000, with 58 per cent poly- 
morphonuclears, 32 per cent lymphocytes and 
10 per cent eosinophils. The hematocrit read- 
ing was 43 volumes per cent. On January 2 the 
blood count was repeated. The value for hemo- 
globin was 12.4 Gm.; the red blood cell count 
was 3,680,000 and the white blood cell count 
10,100, with 69 per cent polymorphonuclears, 
18 per cent lymphocytes and 13 per cent eosino- 
phils. 

The Kahn test gave negative results. 

The value for plasma chlorides was 104 
meq., for sodium 144 meq. and for potassium 
5.2 meq. 

The urine had a specific gravity of 1.010. 
There was a trace of albumin. There was no 
sugar. The sediment was normal. 
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The urinary porphyrins were negative. No 
porphobilinogen was observed. 

The nonprotein nitrogen level was 27 mg. 
and the serum bromide level 37.4 mg. 

The stool was formed, soft and brown. There 
was a trace of mucus. There was no occult 
blood, and tests for ova and parasites gave 
negative results. 

Gastric analysis with alcohol on December 
21 revealed achlorhydria, with a trace of 
blood. This was repeated on December 31, with 
the same results. 

Roentgen Examination. — Roentgenograms 
of the chest and esophagus were normal. An 
upper gastrointestinal series revealed marked 
spasm and narrowing in the distal third of 
the stomach, which was pliable. With hyper- 
active peristalsis, barium did pass through the 
narrowed portion of the stomach into the duo- 
denum. The duodenal bulb and the descending 
portion of the duodenum were much larger in 
diameter than is ordinarily observed, and there 
was stasis in the first and second portions of 
the duodenum up to the juncture of the second 
and third portions, at the approximate location 
of the superior mesenteric vessels. A diagno- 
sis of arteriomesenteric duodenal compression 


Ee 


Fig. 2.—Note arteriomesenteric duodenal com- 
pression at point B. 
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and antral inflammatory disease was made 
(December 19). 

Roentgen studies of the skull showed no 
abnormality. 

On Jan. 2, 1957, a repeat upper gastrointes- 
tinal series revealed persistent narrowing of 
the antrum. There was now only slight dis- 
tensibility with peristaltic activity. A sugges- 
tive crater-like accumulation was noted in the 
area of deformity on deep compression. The 
rugal pattern was coarsened throughout. At 
one hour, most of the barium remained in the 
stomach. It was apparent that the antral de- 
- formity had increased in size. 

Operation was performed on January 4. 
When the abdomen was opened, a tumor mass 
involving the pyloric antrum was revealed. 
The mass was about 5 inches (12.5 cm.) long 
and four inches (10 cm.) thick. It was firm, 
with a rubbery consistency. There was edema- 
tous adherent omentum about the mass. The 
gross appearance of the tumor was suggestive 
of a chronic granuloma. The duodenum was 
markedly enlarged to the point at which the 
superior mesenteric vessels passed over the 
third portion of the duodenum. Beyond this 
point the caliber of the duodenum was normal. 

A high subtotal gastrectomy was performed, 
with an isoperistaltic antecolic gastrojejunos- 
tomy. 

The pathologic report was as follows: 

“The specimen consists of a portion of stom- 
ach including the pyloric ring and a portion 
of the duodenum. The portion of stomach 
measures 20 cm. in length along the greater 
curvature, 12 cm. in length along the lesser 
curvature, 6 cm. in diameter at the proximal 
end and 4 cm. in diameter at the distal end. 
The serosa over the posterior wall near the 
distal end is roughened by a few fibrous tags. 
The serosa along the lesser curvature and the 
anterior wall near the distal end is nodular to 
palpation. There is a concentric thickening of 
the wall of the pylorus for a distance of seven 
cm. from the pyloric ring. The thickened por- 
tion is firm and measures up to 21% cm. The 
cut surface exhibits a firm yellowish brown 
color. The lumen of the pylorus is narrowed. 

“On microscopic examination, the indurated 
area appears to be a granulomatous lesion. 
There is widespread fibrosis with fibroblastic 
proliferation. There is widespread infiltration 
with various types of inflammatory cells in- 
cluding mostly eosinophils. Diagnosis: Eosino- 
philic granuloma of the stomach.” 


CANTOR: GRANULOMA 


Fig. 3.—Note pronounced thickening of stomach 
wall at point C. 


After the operation the patient made an 


uneventful recovery. Her mental status im- 
proved. She was able to walk about without 
help, and she appeared to be completely re- 
lieved of all preoperative complaints. A blood 
count before her discharge from the hospital 
revealed 16 Gm. of hemoglobin. The erythro- 
cyte count was 5,090,000 per cubic millimeter 
of blood; the leukocyte count, 18,300 with 92 
per cent polymorphonuclears, 8 per cent lym- 
phocytes and no eosinophils. The hematocrit 
reading was 44 volumes per cent. 

Six months after the operation, on June 8, 
the patient was reexamined. Neurologic exami- 
nation gave negative results. She was gain- 
fully employed. Her speech was normal, and 
she cerebrated with normal speed. Her gait 
was normal. She no longer complained of ab- 
dominal discomfort, and she had not vomited. 
The blood at this time showed 8,700 white cells 
per cubic millimeter, with 77 per cent poly- 
morphonuclears, 20 per cent lymphocytes and 
3 per cent basophils. There were no eosino- 
phils. 
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ZUSAM MENFASSUNG 


Eine Durchsicht der Literatur ergibt, 
dass nur 35 Fille von eosinophilem Granu- 
lom des Magens verdffentlicht worden 
sind. Das gleichzeitige Bestehen einer 
arteriomesenterialen Verlagerung des 
Zwolffingerdarms ist bisher nicht berich- 
tet worden. 

Die deutliche Anamnese einer Allergie 
verleiht der Theorie einer allergischen 
Aetiolegie der Erkrankung weitere Unter- 
stiitzung. 

Die hochgradige teilweise Verlagerung 
des Zwé6lffingerdarms fiihrte zu einer 
krankhaften Gehirnverainderung, die nach 
chirurgischer Behebung der Obstruktion 
verschwand. 


Wenn die Diagnose eines obstruierenden 
eosinophilen Granuloms des Magens ge- 
stellt ist, kann durch konservative Behand- 
lung mit Steroiden die Notwendigkeit 
eines chirurgischen Ejingriffs umgangen 
werden. 


In dem hier dargestellten Fall ergab 
sich die Indikation zur Operation aus dem 
gleichzeitigen Bestehen einer Obstruktion 
des Magens und des Zwolffingerdarms. 


RESUME 


Une revue de la littérature n’a révélé 
que 35 cas de granulomes éosinophiles de 
l’estomac. La présence concomitante d’une 
compression duodénale artériomésenté- 
rique obstruante n’a jamais été rapportée 
a la connaissance de |’auteur. 

Les études sur l’allargie confirment la 
théorie allergique de cette affection. 

L’obstruction partielle prononcée a pro- 
voqué un état encéphalopathique qui a dis- 
paru aprés la suppression chirurgicale de 
l’obstruction. 

Un traitement conservateur aux stéro- 
ides peut éviter l’intervention chirurgicale 
en cas de diagnostic d’obstruction par 
granulome éosinophile. 
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Dans le cas ici rapporté, l’indication 
opératoire a été posée sur la base d’une 


obstruction a la fois duodénale et gas- 
trique. 


RESUMEN 


Tras una revision de la literatura sdélo 
se encuentran descritos 35 casos de granu- 
loma eosinofilo del estémago; y ninguno 
en el que éste coincida con una obstrucci6n 
duodenal por compresién de la arteria 
mesentérica superior. 

E] enfermo presentado tenia anteceden- 
tes alérgicos claros, lo que va en favor de 
la teoria alérgica del granuloma; la obs- 
truccién, por otra parte era de tal grado 
que dio lugar a una encefalopatia que cedié 
tras el tratamiento quirtrgico de aquella. 

Cuando se hace el diagnoéstico de una 
obstrucciOn por granuloma eosinofilo del 
est6mago el tratamiento con esteroides 
puede obviar la necesidad de una opera- 
cién. 

En el caso descrito el tratamiento qui- 
rurgico era imprescindible debido a la 
obstruccién duodenal ademas de la del 
estomago. 


RIASSUNTO 


In una rassegna della letteratura é stato 
possibile trovare solo 35 casi di granuloma 
eosinofilo dello stomaco; non si é mai tro- 
vata pero l’associazione di questa lesione 
con |’occlusione arteromesenterica. 

Nel caso presentato esistevano elementi 
tali da far pensare a una genesi allergica 
dell’affezione. L’ostruzione, di grado note- 
vole, aveva causato una encefalopatia che 
si risolse con l’intervento chirurgico. 

Se si riesce a fare la diagnosi di granu- 
loma eosinofilo dello stomaco, é possibile 
evitare l’intervento chirurgico mediante il 
trattamento con steroidi. Nel caso riferito 
l’indicazione all’intervento era determinata 
dalla presenza dell’ostruzione gastrica e 
duodenale. 
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The Anatomy Lesson of Dr. Egbertz. It is clear that in this painting by Thomas de Keyser the artist is 
primarily concerned in portraying the sitters rather than emphasizing their anatomy lesson, for the 
onlookers are paying but scant attention to the instructions of the master. De Keyser was born in 
Amsterdam in 1595 and is renowned for his painting of heads. (Reproduced by courtesy of the Rijks- 


museum, Amsterdam, The Netherlands.) 


—Hamilton Bailey, F.R.C.S. (Eng.), F.A.C.S., F.R.S. (Edin.), F.1.C.S. 


(Hon.) 





Evaluation of Plication in the Treatment of 


Peritonitis and Its Aftermath 


of Intestinal Adhesions 


THOMAS B. NOBLE, M.D., F.I.C.S.+ 


INDIANAPOLIS, INDIANA 


ARTIN has stated in the Southern 
Medical Journal that “plication has 
never been given a fair trial to 

determine its true value because few are 
bold enough to institute such a seemingly 
radical procedure.” He cited 3 human pa- 
tients with peritonitis: peritonitis (1) due 
to perforation of the sigmoid, (2) perito- 
nitis with obstructions due to traumatic 
perforation, and (3) peritonitis due to 
intestinal obstruction from many adhe- 
sions (plus cardiac arrest). Later, ten dogs 
were used as controls, being plicated in a 
state of health. 

His 3 human patients recovered without 
recurrence of obstruction. He was not 
satisfied with the dog experimentation. He 
considered plication to have failed when 
elected autopsy showed that not all loops 
remained in plication. His form of plica- 
tion did not conform to the method I de- 
vised and have described exactly. He fol- 
lowed a method I have condemned, for a 
stated reason. 

Martin’s conclusion that “a satisfactory 
solution has yet to be devised for the prob- 
lem of postoperative recurrent intestinal 
obstruction” is best answered in the words 
of a Pennsylvania surgeon, who kindly 
sent me the reprint: “I feel it a disgrace 
to write a paper entitled Clinical and Ex- 
perimental Evaluation, and then base it on 
three clinical cases and ten dogs.” 


+ Deceased. 
Submitted for publication Feb. 15, 1958. 





The author reviews his technic of 
plication of the intestines in the treat- 
ment of peritonitis, citing, in addition 
to his own published reports on ihe 
procedure, the opinions of many 
others who have reported success in 
its use, either in the literature or by 
personal communication. He points 
out that the operation has keen highly 
effective in reducing the mortality 
rate of advanced peritonitis from 100 
per cent to below 4 per cent, and 
emphasizes the fact that as yet there 
is no effective alternative prccedure 
for dealing with advanced peritonitis 
and its aftermath of intestinal adhe- 
sions. 











Martin’s article and other published in- 
accuracies pose a challenge. It falls to my 
lot to write this answer, since I developed 
the plan of treatment that includes plica- 
tion in 1920. My thirty-eight years of 
experience and the experiences of many 
men of many countries who have adopted 
this approach to the unhappy problems of 
peritonitis should indicate a “fair trial.” 

Unanswered need calls for new and uni- 
que therapy. To prove the measure of a 
method of treatment, we may apply it to 
the severest and “hopeless” degree of the 
pathology. The photograph reproduced in 
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Figure 1 was taken in the surgery thirty- 
six hours after a gunshot wound of the 
intestine had initiated the severest peri- 
tonitis. 

The patient is alive, well and symptom- 
free continuously during the more than 
twenty years that have passed since the 
picture was made. 

The photograph shown in Figure 2 was 
made in the surgery during the lysis be- 
fore total plication that has put an end to 
the endless chain of operations and ho:- 
pitalizations for intubation that had 
created an “intestinal cripple.”” This pa- 
tient now enjoys a “normal” intestinal 
physiology, without reservation in mean- 
ing. 

Perhaps unfortunately, I developed the 
correlated preoperative preparation, the 
technic of plicat‘on, and the postoperative 
care that may require aggressive use of 
pituitrin. Not all surgeons accept all phases 
of the work at first. 

Several years ago the Cleveland Clinic 
Quarterly printed a diagram of “‘the Noble 
plication” that was wrong. My request 
for correction was not successful. The 
1955 Year Book of Surgery printed the 
same diagram. Then Martin perpetuated 
the mistake. All were labeled ‘‘the Noble 
plication,” in spite of the fact that I have 
written careful descriptions of the correct 
method of plication and have advised speci- 
fically against the incorrect plan. This 
evaluation, therefore, is needed. 

It is essential now that faulty thinking 
be identified. The wrong diagram takes 
the terminal portion of the ileum straight 
from the cecum across the abdomen, fold- 
ing all loops horizontally above this. 

This nice and apparently orderly posi- 
tioning of the intestine can exist only in 
four-footed animals, whose vertebrae are 
horizontal. In the erect human beings, 
who lies supine in the sick bed, the ileum 
plicated in this incorrect manner will fall 
into the pelvis. Its fixation there may re- 
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Fig. 1.—Photograph taken in operating room 
thirty-six hours after gunshot wound of intestine 
had initiated extremely severe peritonitis. 


Fig. 2.—Photograph taken in operating room 
during lysis before total plication (see text). 


quire later surgical] intervention even 
though plication has been done. This 
method I have never used. 

In the true form of plication, the first 
wing next the cecum must point toward 
the patient’s chin. It may be sutured to 
the ascending portion of the colon to se- 
cure permanent parallelism, or to the ab- 
dominal wall if preferred. Symptoms fol- 
low adhesion of the ileum to the bottom 
of the pelvis, even though plication may 
prevent complete obstruction. 
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The use of laboratory animals to simu- 
late human experience surely accounts for 
these inadequate, incorrect, improper and 
disability-producing technics that are not 
the Noble plication. The intestine of the 
dog hangs by its mesentery from the su- 
perior wall of the abdomen, not a posterior 
wall. Loops cannot fall upward to become 
stuck at the root of the dog’s mesentery. 

The inflamed intestine of the human 
being will adhere in chaotic disorder as 
the victim lies in bed. Wild entanglements, 
angulations and increasing obstructions 
become the pathologic picture of peritoni- 
tis in man. 

The ability of the laboratory animal to 
form and then digest adhesions is not the 
same as that of man. The ability of the 


animal to dissolve sutures is different, also. 

Ignoring repetition, and for the sake of 
clarity, the two accompanying diagrams 
(Fig. 3) are correct outlines of (1) the 
first wing next the cecum and (2) total 


plication. 

Surgeons who completely understand 
and use the correct form of plication have 
responded to a request for their considered 
judgment of the proper place of plication 
in the treatment of peritonitis and its 
aftermath of intestinal adhesions. They 
write as follows: 

A. R. Killam, M.D., New Rochelle, New 
York: “When a man describes a surgical 
procedure, others try it and find that it 
fails; those who then condemn the pro- 
cedure may in truth be condemning only 
their knowledge of the procedure, not the 
procedure itself.” 

Jacques Teinturier, M.D., Casablanca: 
“As one of Professor Thomeret’s pupils, 
who made known in France and Europe 
the ‘Noble operation,’ I have had the occa- 
sion to operate and save the lives of numer- 
ous patients thanks to this technic. Last 
year I made an experimental study of your 
operation upon six young dogs, in order 
to see the influence of intestinal plicature 
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upon the growth of the animal . . . The 
growth of the animal was absolutely nor- 
mal ...A month ago I operated an in- 
fant 20 months old suffering from obstruc- 
tion by purulent peritonitis (pyocyaneus 
bacillus), and he recovered simply .. .” 

E. Vincent Askey, M.D., Los Angeles, 
California: “Plication fills a definite need 
in the treatment of peritonitis and adhe- 
sions. I have had nothing but success in its 
use. The few cases that I have had any 
trouble with have been because of not pli- 
cating more of the bowel at the first opera- 
tion. When plicating all raw areas I have 
had no trouble . . . I do not deem this a 
“bold” procedure at all, but on the con- 
trary, it is a life saving procedure that 
cannot be ignored . . . My experience as 
yet, of course, is limited but I would esti- 
mate that I have plicated 50 different cases 


- —with success.” 


C. D. L. Cromar, M.D., Ottawa: “The 
over all mortality rate in peritonitis even 
at the present time with all our antibiotics 
was as high as 67% ... Iam sure now 
that you have found the answer to at least 
the mechanics of the condition.” 

P. J. Kuyjer, M.D., Universiteit Van 
Amsterdam: “It is a pleasure for me to 
send you herewith a copy of my article on 
your operation . . . Netherlands Medical 
Journal. We have had success with it, as 
several practitioners from the county sent 
us their patients with recurrent obstruc- 
tion to be operated in our clinic. Other 
clinics now have started to use your pro- 
cedure too. We have been able to help more 
patients than have been described in the 
article and we are really happy having 
introduced your useful procedure.” 

Louis Hollender, M.D., Professeur 
Agrege de Chirurgie, Universite, Stras- 
bourg: “We would be greatly honored and 
very happy to have you here at the Sur- 
gical Clinic of the University of- Stras- 
bourg. I was the first to perform your 
operation in Strasbourg. Since that time 
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I have done about 25 Noble. So I wouldn’t 
miss the opportunity to discuss with you 
that question.” 

André Berner, M.D., Wettingen, 
Switzerland: “When I worked in Aarau 
I had the opportunity of operating about 
40 patients according to your technics and 
your methods .. . I have obtained dra- 
matic success both in acute and chronic 
ileus.” 

Otis Duck, M.D., Mars Hill, North Caro- 
lina: “. . . on examination today her pe- 
ristalic sounds were normal, her abdomen 
soft, she is afebrile and looks better than 
I have seen her in several years. She has 
gained 51% pounds since you operated her 
(about 3 weeks). She has had no Demerol 
or other narcotic since leaving the hospital. 
We used the Noble technique for giving 
her the cold facts regarding her former 
addiction problems.” 

Elden C. Weckesser, M.D., Cleveland, 
Ohio: “At our operation the entire small 
bowel was a matted mass of adhesions with 
several areas of volvulus and many thick- 
ened and dilated loops. She has done fine 
after complete plication. I am hopeful that 
we have restored a normal life to this 
young lady. No other method available 
today would have been of benefit. I tell 
you of this only to let you know that I 
think your method has great merit when 
properly carried out according to the prin- 
ciples you have outlined.” 

Francis R. Kenney, M.D., Boston, Mas- 
sachusetts: “Just a note to let you know 
that the patient about whom you and I 
had a telephone discussion the other day 
has been discharged from the hospital on 
her tenth postoperative day without any 
distention, eating more than she has in 
years and with only a very few minor 
cramps which appear to be diminishing 
with the passage of each day. 

“At least for ten days we area whiz-bang 
success. As you commented in the litera- 
ture the dissection involved in this type 
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Fig. 3—Drawings indicating technic of Noble 
plication. 1, first wing next cecum points to pa- 
tient’s chin (see text). 2, completed total plication. 


of procedure can be very tedious and we 
were six hours in doing the whole job. 
In addition, we did use pituitrin as it 
seemed to be indicated and did not experi- 
ence any difficulty even though as I told 
you this patient had had one previous coro- 
nary.” 

W. M. Hoppenrath, M.D., Elwood, In- 
diana: “The plication technique has been 
employed in fifteen cases of partial to com- 
plete bowel obstruction due to adhesions, 
here . . . There has never been a failure 
in any case of restoring the patient to 
complete health. Add to this the several 
cases you have operated for us with the 
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same results and you understand why we 
are completely sold on the technique. We 
do not consider this operation to be ‘bold.’ 
In the light of uniform excellent results 
we have no choice and now would feel dere- 
lict in our duty should we fail to employ 
this surgery for which we know no sub- 
stitute.” 

Avery P. Rowlette, M.D., Moberly, Mis- 
sourt: “I was fascinated by the report on 
your little three-year-old with peritonitis. 
I must admit that your first communica- 
tion indicating the use of pituitrin in peri- 
tonitis struck me with somewhat of a 
bombshell: I have recovered and used it. 
It worked beautifully and I intend to con- 
tinue to use pituitrin.” 

L. A, Alesen, M.D., Los Angeles, Cali- 
fornia: “. . . I suggested the use of the 
term ‘post-plication’ syndrome to describe 
the group of symptoms simulating a recur- 
rence of obstruction, which are encoun- 
tered in gradually lessening degree. I have 
never seen a patient require reoperation 
whose intestines were completely plicated, 
although I suppose such a condition could 
arise.” 

Georges Thomeret, M.D., Paris, France: 
“The treatment of peritonitis is the treat- 
ment of multiple foci of localization. If 
one stops after liberating all adhesions 
then the intestine will again become ad- 
hered in an anarchical way, obstructions 
will reform and the death of the patient 
will follow. But, if one finishes by plicat- 
ing the small intestine, one assures per- 
manence of results: normal functioning of 
the intestine.” 

Now for a repetition of my own statis- 
tics: More than 300 patients with a fatal 
degree of peritonitis at first acquaintance 
have passed through my hands. Less than 
4 per cent have died. 

Nearly ten times that number have 
needed plication for lesser degrees of ear- 
lier peritonitis, multiple adhesion-obstruc- 
tions and -recurrent obstructions from 
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adhesions. These range from “first of- 
fenders” to the patients undergoing the 
forty-fourth operation and hospitalization 
for obstruction in the same patient! 

In the absence of peritonitis, the mor- 
tality rate should be that of good anesthe- 
sia. The morbidity or postoperative dis- 
ability should not include intestinal dys- 
function. 

Figure 1 shows well the terminal state 
of peritonitis, from which there is no spon- 
taneous retreat. There has been only one 
successful form of therapy here, as has 
been mentioned by many. 

The obstructions being multiple, the 
value of intestinal decompression by intu- 
bation is obviously little. I use it pre- 
operatively for the shortest possible time. 
The statistics generally cited for the use 
of decompression do not include this de- 
gree of disease. 

That the incidence of this formerly 100 
per cent fatal disorder resulting from ad- 
vanced peritonitis has been reduced below 
4 per cent has been the thrilling experience 
of my thirty eight years’ use of plication 
and the method of its employment. That 
mastery over recurrent obstructions has 
been given the acquainted surgeon is 
equally gratifying. Nearly 500 surgeons 
over the world have reported comparable 
records of success in a fine correspondence. 

Shall Martin’s statement then, go un- 
answered when he publishes “satisfactory 
solution of these problems has yet to be 
devised”’? 

Or shall we go as far as Jere Lord went 
when he published the statement, “If 
Noble’s operation will help all of these 
patients as his writings attest, then his 
operation is truly miraculous”? 

A last word: At the time of writing 
there is no alternative for the problems of 
the treatment of peritonitis and its after- 
math of intestinal adhesions. 
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L’auteur passe en revue sa technique de 
plicature des intestins dans le traitement 
de la péritonite, ajoutant aux résultats des 
rapports qu’il a publiés a ce sujet, les 
opinions de chirurgiens ayant adopté sa 
méthode. I] souligne le fait qu’elle a per- 
mis d’abaisser de 100% a moins de 4% le 
faux de mortalité des péritonites graves. 


ZUSAM MENFASSUNG 


Der Verfasser gibt einen UWberblick 
liber seine Technik der Darmfaltung zur 
Behandlung der Bauchfellentziindung. Er 
weist auf seine eigenen Verdoffentlichun- 
gen und auf die Anschauungen vieler ande- 
rer Autoren hin, die entweder in der 
Literatur oder durch persénliche Mittei- 
lungen sich iiber die Erfolge des Ver- 
fahrens gedussert haben. Er hebt hervor, 
dass die Operation in hohem Masse dazu 
beigetragen hat, die Sterblichkeitsquote 


der vorgeschrittenen Bauchfellentziindung 
von 100 Prozent auf unter 4 Prozent 
herabzusetzen, und dass es bisher kein 


anderes wirksames Verfahren zur Be- 
handlung der vorgeschrittenen Bauchfell- 
entziindung und ihrer Folgezustande, der 
Darmverwachsungen, gibt. 


RESUMEN 


El] autor revisa la técnica de la “plica- 
dura” de las asas intestinales en el trata- 
miento de la peritonitis citando, ademas 
de sus. publicaciones precedentes, las 
opiniones de muchos autores que han dado 
cuenta de resultados satisfactorios del 
método, tanto en la literatura médica como 
en comunicaciones personales. Da cuenta 
de que la operacién ha sido altamente 
satisfactoria al reducir la cifra de morta- 
lidad por peritonitis avanzadas desde el 
100% a menos del 4%; insiste en que 
hasta la fecha no hay ningtn otro método 
efectivo que pueda ser usado en tales 
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casos o en los de adherencias intestinales 
consecutivas. 


RIASSUNTO 


L’Autore riferisce i risultati ottenuti 
con la sua tecnica di plicatio intestinale 
nella cura della peritonite, in base alla 
esperienza sua e a quella di altri che hanno 
usato con successo lo stesso metodo. 
L’intervento é efficacissimo nel ridurre le 
quote di mortalita delle peritoniti gravi 
dal 100% a meno del 4%, e nel prevenire 
le aderenze intestinali successive. 
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. .. As time went on, his [John Hunter’s] house and grounds appear to have been 
altered and adapted as occasion demanded in order to accommodate the vast collec- 
tion of strange birds, beasts and fishes, not to mention plants, which Hunter accumu- 
lated. In time four statues of lions came to guard the front steps, a crocodile with 
open mouth hung over the front door, hives of bees occupied the conservatory leading 
out of the drawing-room, the basement area and adjacent stables grew into stalls 
and kennels for all kinds of animals, tame or wild, which he kept for breeding and 
for observations of their ways, while in the grounds was a lions’ den in the shape 
of a mound, with vaults beneath and a miniature rampart of bricks and tiles on 


the top. 


The collection grew with the years, as the fees were earned; and the strange 
family of beasts came and went—buffaloes, rams, sheep from Turkey, a shawl goat 
from the East Indies, jackal, zebra, ostrich, leopards, snakes—but the list is endless. 

But the most exciting experience of all was the body-snatching of the Irish giant 
Bryne or O’Brian. This was one of the later scenes which the Earl’s Court house 
witnessed. There was in London at that time a giant whose case interested Hunter 
a great deal, and as the man was in declining health he was anxious at his death to 
secure the skeleton. The giant, who was eight feet tall, became aware that he was 
of more than common interest to the doctors and that he was being kept under ob- 
servation. He therefore left instructions that at his death his body should be watched 
night and day until a leaden coffin could be prepared and a burial at sea carried out. 
Hunter entered into secret arrangements with a group of body-snatchers through 
the medium of one of his servants. The resurrection men evidently knew their man, 
and the price for the body went up by leaps and bounds from fifty to five hundred 
pounds. Hunter had to borrow the money but he procured his prize, which was 
surreptitiously carried to Earl’s Court, where the skeleton was secretly prepared for 
his museum. After Hunter’s death it found its way with the rest of his collection 


to the Royal College of Surgeons’ Museum. 
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N spite of the advanced clinical methods 

employed nowadays in the investiga- 

tion of disturbances of the urinary 
tract, the diagnosis of renal infarction re- 
mains a difficult and challenging problem. 
Up to now, no more than one hundred 
references to proved clinical cases of in- 
farction of the renal artery have appeared 
in the world medical literature. We should 
like, therefore, to report 2 additional and 
unusual cases we have observed. 

From the pathologic standpoint, two 
main types of renal infarcts are accepted; 
the venous and the arterial type. The 
venous type is secondary to obstructive 
phenomena (mechanical and/or infec- 
tions) of the renal vein. The arterial 
type is due to absence of blood flow to the 
kidney. Both types can be total or seg- 
mental, unilateral or bilateral. When an 
arterial renal infarction occurs, the af- 
fected area appears yellowish gray be- 
cause of anemia. If the infarction is 
partial or segmental, then the uninvolved 
tissue is surrounded by a reddish halo, 
which represents the congestive response 
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of neighboring normal renal parenchyma. 
Microscopically, varying degrees of cell 
necrosis and coagulation are observed. 
There is generalized edema throughout the 
intertubular connective tissue, and active 
diapedesis of phagocytes occurs in the 
interlobular and arcuate vessels. Fibrosis 
or scar formation is the usual end result. 
Abscess and/or cyst formation have also 
been described. 

There are no signs and symptoms that 
are pathonogmonic of infarction of the 
renal artery. Not infrequently the clinical 
picture is quite bizarre, mimicking acute 
intra-abdominal syndromes of a different 
nature. The incidence of renal infarct is 
greatest between the ages of 30 and 50 
years, and the lesion occurs with equal 
frequency in men and women. In 40 per 
cent of the patients the infarction was 
bilateral. Pain is the commonest symp- 
tom and is initially located in the costo- 
vertebral angle on the side of the involved 
kidney (Fitzgerald and Mullins). The pain 
is usually severe and continuous, radiating 
throughout the abdomen. Perspiration, 
dizziness, nausea, vomiting, fever and 
headaches often accompany it. According 
to Regan and Crabtree, gross hematuria 
is present in 10 per cent and microhema- 
turia in 50 per cent of the patients with 
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renal artery infarction. Occasionally 
tachycardia and transitory or persistent 
hypertension may be observed. Leukocyto- 
sis, with more than 20,000 leukocytes per 
milliliter of blood, is an important sign, 
and according to Regan and Crabtree the 
count may reach as high as 73,000 per 
milliliter. When massive bilateral infarc- 
tion of the renal artery is present there is 
sudden onset of severe pain in both flanks, 
as well as secretory anuria. The pye- 
‘Jocalyceal patterns outlined by retrograde 
pyelographic study are usually within nor- 
mal limits. In the terminal stages anemia, 
azotemia, hyperkalemia, hypochloremia 
and acidosis develop. 

From the etiologic point of view, the fol- 
lowing clinical entities have been observed 
to predispose and sometimes cause the de- 
velopment of renal artery infarction: (a) 
circulating emboli originating in thrombi 
of the cardiac wall; (b) embolic bacterial 
endocarditis; (c) atheromatous plaques of 
the renal arteries; (d)_ periarteritis 
nodosa; (e) bacterial arteritis; (f) oblit- 
erating. thromboangiitis; (g) syphilitic 
endarteritis; (h) blood dyscrasia or poly- 
cythemia, and (i) persistent vascular 
spasm. 

A tentative diagnosis of infarction of 
the renal artery should be possible from 
the evaluation of the clinical history, the 
physical signs, the laboratory data and 
the results of urographic studies. Never- 
theless, a review of reported cases indi- 
cates that frequently the lesion is first 
discovered and diagnosed at autopsy. The 
radiographic signs are of primary impor- 
tance in supporting the clinical suspicion 
of intarction. The plain film of the ab- 
domen may not show any appreciable 
changes in the renal silhouette, but at 
times a decrease in size may be observed. 
In rare instances a depression of varying 
size in one area of the renal contour may 
be visualized. Intravenous urograms, in 
the presence of extensive renal] infarction, 
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Two types of infarction of the renal 
artery, with different etiologic fac- 
tors, clinical pictures, urographic ab- 
normalities and pathologic changes, 
are represented by the 2 cases here 
reported: in the first case, massive 
bilateral renal infarction resulting 
from widespread disease of the renal 
arterial tree, in an elderly patient, 
and in the second, partial unilateral 
infarction in a relatively young pa- 
tient with a history of rheumatic 
heart disease. 

There are no pathognomonic signs 
and symptoms of infarction of the 
renal artery. A tentative diagnosis, 
however, may be greatly assisted by 
the clinical history, the physical 
signs, the laboratory data and the 
results of urographic study. Diseases 
to be ruled out in differential diag- 
nosis are renal abscess, pyeloure- 
teral colic, acute intra-abdominal 
syndromes (e.g., intestinal infarc- 
tion), intermittent hydronephrosis, 
spondylitis and lower nephron neph- 
rosis secondary to trauma and/or 
reaction to blood transfusion. Prog- 
nosis depends upon the origin and 
extent of the infarct. 











reveal total, subtotal or segmental impair- 
ment of renal function. Retrograde pyelo- 
graphic study alone has little diagnostic 
value, because the pyelocalyceal pattern 
may retain its normal appearance. Para- 
doxically, however, in conjunction with 
intravenous urographic investigation, it 
provides a valuable’ clue—the coexistence 
of a nonfunctioning or impaired kidney 
and a normal-looking retrograde pyelo- 
gram. Furthermore, on close inspection, 
the entire pyelocayiceal system appears 
“withered,” like the dropping petals of a 








dying flower. Translumbar or femoral 
angiograms should show, in some in- 
stances, complete or partial absence of the 
renal vascular tree. 

The following conditions may present 
difficulty in differential diagnosis and 
should be ruled out when there is clinical 
suspicion of renal infarction: (a) renal 
abscess; (b) pyeloureteral colic; (c) acute 
intra-peritoneal syndromes (intestinal in- 
farction, etc.); (d) intermittent hydro- 
nephrosis; (e) spondylitis, and (f) lower 
nephron nephrosis secondary to trauma 
and/or reaction to blood transfusion. 

Prognosis depends on the origin and 
extent of the infarct. The massive bilat- 
eral process is fatal within two to three 
weeks. Partial renal infarction, unilateral 
or bilateral, is followed by fibrosis or scar- 
ring of the involved area. Abscess or 
cystic formations may also be the end 
result. Prognosis for the latter group is 
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Fig. 2 (Case 1).—A, photomicrograph of cross section of main renal artery of left kidney. The lumen 
is completely obliterated by thrombus adherent to wall. 
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Fig. 1 (Case 1).—A, forty-minute intravenous 
urogram revealing normal function of right kid- 
ney. No evidence of excretion by left kidney. 
B, left retrograde pyelogram disclosing relatively 
normal pyelocalyceal system. 


usually good, because sufficient function- 
ing renal parenchyma remains to support 
life. 


B, high power field showing area in left 


kidney with coagulation necrosis of tubules and nuclear fragmentation, 
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Fig. 3 (Case 1).—A, right retrograde pyelogram made after left nephrectomy at time when patient 


was anuric. Note “wilting” of calyces. 


showing edge of infarct. 


B, photomicrograph of biopsy specimen from right kidney, 
Note necrotic tubules on right side and diffuse infiltration of stroma 


with lymphocytes. 


REPORT OF CASES 


CASE 1.—A 63-year-old white man with a 


past history of syphilis, for which he had been 
treated intensively with arsenicals and mer- 
curials, suffered twenty days prior to admis- 
sion a sudden attack of acute generalized 
abdominal pain, which was not relieved by 


analgesics and antispasmodics. The pain 
finally became localized in the left costoverte- 
bral angle. Physical examination on admission 
revealed nothing remarkable except tenderness 
in the left flank. A plain film of the abdomen 
showed renal shadows that were normal in 
size, shape and position. No radiopaque shad- 
ows within the urinary tract were identified. 
Intravenous urographic study at ten, twenty 
and forty minutes disclosed a normal, func- 
tioning right kidney and a non-functioning 
left (Fig. 1 A). The left retrograde pyelo- 
gram, however, outlined a relatively normal 
pyelocalyceal system (Fig. 1 B). Because the 
left kidney was “nonfunctioning,” it was ex- 
plored surgically. After the kidney and its 
pedicle were exposed, absence of pulsation in 
the renal artery was noted. A diagnosis of 
massive infarction of the renal artery was 
then made, and nephrectomy was performed. 
When the renal vascular pedicle was severed, 
no blood exuded from the end attached to the 
kidney (Fig. 2 A). The kidney was grossly 
normal in size, shape and consistency but pre- 
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sented a gray-yellowish color, which became 
more evident on cross section. No blood oozed 
from the cut surface, which resembled pressed 
paté de fois gras. The pathologic diagnosis 
(Dr. F. Castro) was “massive renal artery 
infarct with secondary changes in the renal 
parenchyma consistent with necrosis and co- 
agulation in different stages” (Fig 2B). Two 
days after the nephrectomy the patient sud- 
denly complained of acute abdominal pain ra- 
diating to the right flank. Anuria developed. 
A diagnosis of right renal artery infarct was 
made. A right retrograde pyelogram was 
taken which disclosed a normal pyelocalyceal 
pattern (Fig. 3 A). Eight days later an ex- 
ploratory lumbotomy was performed and a 
renal specimen taken for biopsy. No bleeding 
was observed from the area from which the 
biopsy specimen was removed. The pathologic 
observations were identical with those on the 
left kidney (Fig. 3 B). The blood pressure re- 
mained normal, but the anuria continued; 
hyperazotemia and acidosis developed, and the 
patient died nine days after the second opera- 
tion. Permission for autopsy was not obtained. 


COMMENT 


This case was of a 63-year-old man who 
had been given intensive antisyphilitic 
therapy during his youth and in whom, 
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twenty days prior to admission to the hos- 
pital, a massive infarct of the left renal 
artery developed, for which nephrectomy 
was performed. A month after the first 
episode a similar lesion developed on the 
right side, which was proved by biopsy. 
The patient died in uremia. The possi- 
bility of syphilitic arteriolitis as an etio- 
logic factor was considered, but autopsy 
was not performed. 


CASE 2.—A 30-year-old married woman sud- 
denly felt stabbing pain in the region of the 
right kidney, accompanied by fever, spasm of 
the abdominal wall and leukocytosis. A diag- 
nosis of right renal colic was made. Twenty 
days later gross painless hematuria developed. 
There was a history of mitral stenosis second- 
ary to rheumatic heart disease. The patient 
was admitted to the hospital on March 13, 
1940, and a complete urologic examination 
was performed. Cystoscopically, blood was seen 
to come from the right ureteral orifice. A ret- 
rograde pyelogram was obtained and disclosed 
changes in the right pyelographic pattern con- 
sistent with neoplasm, cyst or abscess (Fig. 
4 A). Right nephrectomy was performed, and 
the operative and pathologic diagnosis was 
hemorrhagic cyst (Fig. 4 B). The patient had 
an uneventful recovery. The surgical specimen 
was reexamined ten years after nephrectomy, 
and it was discovered that the original patho- 
logic diagnosis had been incorrect. At this 
time a diagnosis of partial arterial renal in- 
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Fig. 4 
and middle calyces in right side, suggestive of expanding mass. 
showing round hemorrhagic lesion originally considered a hemorrhagic cyst. 

from same kidney, showing change characteristic of infarction. 
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farction, probably due to an embolus of car- 
diac origin, was made (Fig. 4 C). The patient 
died 11 years after the nephrectomy of a cere- 
bral embolus which had also originated in the 
heart. 


COMMENT 


In this case, that of a 30-year-old 
woman with a past history of mitral ste- 
nosis, in whom an embolus apparently shot 
into the right renal artery, resulting in 
partial infarction of the right kidney. Be- 
cause of pain and hematuria, she was 
examined, and an expanding mass was ob- 
served in the right kidney. The kidney 
was removed, and a diagnosis of hemor- 
rhagic cyst was made, Reexamination of 
the specimen ten years later led to a 
change in diagnosis from hemorrhagic 
cyst to renal infarction. The patient died 
a year later of a cerebral embolus of car- 
diac origin. 


RESUME ET CONCLUSIONS 


Deux types d’infarctus de l’artére ré- 
nale, comprenant des facteurs étiologiques 
et des tableaux cliniques différents, des 
anomalies urographiques et des modifica- 
tions pathologiques, sont présentés. Le 
premier cas est un exemple d’infarctus 


(Case 2).—A, bilateral retrograde pylegrams revealing widening of space between upper 


B, open specimen (right kidney), 
C, photomicrograph 
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bilatéral massif chez un malade d’un cer- 
tain age avec artériolite rénale bilatérale 
diffuse. L’infarctus rénal bilatéral massif, 
da a une affection diffuse du trone de 
lartére rénale, est caractérisé par les 
symptomes suivants: fortes douleurs ab- 
dominales, images urographiques patholo- 
giques, absence de pulsation de |’artére 
rénale, rein présentant un aspect de “‘purée 
de foie gras,” développement d’un état 
analogue dans |’autre rein, avec éventuel- 
-lement issue fatale. Une forte leucocytose, 
l'absence d’hypertension, et la guérison 
opératoire normale des deux incisions sont 
également a noter. 

Dans le second cas il s’agit d’un infarc- 
tus unilatéral partiel chez un malade rela- 
tivement jeune. L’opération a révélé un 
kyste d’aspect hémorragique. Des embo- 
lies répétées du rein ou d’autres organes 
peuvent se présenter chez les malades at- 
teints de lésions rhumatismales du coeur. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


Es werden zwei Formen des Infarkts 
der Nierenarterie dargestellt, die sich in 
der Aetiologie, im klinischen Bild, in den 
urographischen Abweichungen und in den 
pathologischen Veranderungen unterschei- 
den. Im ersten Fall handelt es sich um 
ein Beispiel eines massiven beiderseitigen 
Nierenarterieninfarkts bei einem Alteren 
Patienten mit diffuser doppelseitiger rena- 
ler Arteriolitis. Der heftige Bauchschmerz, 
ein ungewohnliches urographisches Bild 
(geschrumpftes Aussehen des Nieren- 
beckens und der Kelche bei retrograder 
Kontrastmitteluntersuchung), Fehlen der 
Pulsierung der Nierenarterie, das “leber- 
pastetenahnliche” Aussehen der Niere und 
die Entwicklung eines ahnlichen Zustan- 
des in dem zuriickbleibenden Organ und 
der tédliche Ausgang sind die hervor- 
stechenden Eigenheiten des massiven dop- 
pelseitigen Niereninfarkts als Folge um- 
fangreicher Erkrankung des arteriellen 
Nierennetzes. Andere interessante kli- 
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nische Beobachtungen sind die ausgespro- 
chene Leukozytose, das Fehlen einer Blut- 
druckerhéhung und das normale Heilen 
beider Operationsschnitte. Der zweite Fall 
ist das Beispiel eines partiellen, einseitigen 
Infarkts der Nierenarterie bei einem ver- 
haltnismassig jungen Patienten mit der 
Vorgeschichte einer rheumatischen Herz- 
erkrankung. Das plotzliche Einsetzen von 
Schmerzen mit nachfolgender makroskopi- 
scher Hamaturie, ein unnormales urogra- 
phisches Bild, das eine Nierengeschwulst 
andeutet, und die Beobachtung einer wie 
eine Blutung aussehenden Zyste bei der 
Operation sind die charakteristischen Be- 
funde des einseitigen partiellen Nieren- 
infarkts. Bei Kranken mit rheumatischem 
Herzleiden kann es zu wiederholten Embo.- 
lien in der Niere oder anderen Organen 
kommen. 


RESUMEN Y CONCLUSIONES 





Se presentan dos formas de infarto de 
la arteria renal distintos por su etiologia; 
clinica y urograficamente son tambien 
diferentes. El] primer caso es un ejemplo 
de infarto dilateral masivo de la arteria 
renal con arteriolitis renal bilateral difusa, 
en un effermo de edad avanzada. 

El cuadro clinico de esta enfermedad 
se caracteriza por dolor abdominal intenso, 
pielografias anormales (calices y pelvis 
claros en la pielografia ascendente), falta 
de pulso en la arteria renal, “hepatiza- 
cién” del parénquima renal y desarrollo 
de un proceso similar en el otro organo, lo 
que lleva a un prondstico fatal. 

Es interesante observar que hay leuco- 
citosis elevada, pero no hipertensién, por 
otra parte la cicatrizacion de las heridas 
operatorias es normal, 

El segundo caso aparece en un sujeto 
joven, con historia de reumatismo car- 
diaco, y se trata de un infarto parcial 
unilateral de la arteria renal. En este 
caso, el dolor es de aparacién brusca, y va 
seguido de hematuria intensa; la pielo- 
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grafia sugiere la presencia de una tumora- 
cidn renal, y en la operacién se ve un 
quiste de aspecto hemorragico. 

Los enfermos que padecen reumatismo 
cardiaco crean a veces accidentes embé- 
licos, incluso repetidos, en el rifién y otros 
o6rganos. 


RIASSUNTO E CONCLUSIONI 


Vengono descritti due tipi di infarto 
dell’arteria renale distinti da una diversa 
etiologia e da differenti quadri clinici, 
urografici e anatomopatologici. Nel primo 
caso presentato si trattava di un infarto 
bilaterale massivo in un paziente anziano 
con arteriolite bilaterale diffusa a entrambi 
i reni. I] quadro é oaratterizzato da un 
dolore addominale violento, da un aspetto 
urografico insolito (disegno calicopielico 
tenue), dall’assenza di pulsazioni dell’ar- 
teria renale, da un aspetto a “paté di fe- 
gato” del rene, dall’esito infausto, ed é 
dovuto all’infarto renale bilaterale massivo 
conseguente a una lesione diffusa delle ar- 
terie renali. Nel secondo caso si trattava 
di un infarto parziale unilaterale in un 
paziente relativamente giovane con una 
storia di endocardite reumatica. Gli as- 
petti salienti di questa affezione sono rap- 
presentati dal dolore improvviso, dall’- 
emorragia macroscopica successiva, da un 
quadro urografico di massa renale, dall’- 
osservazione intraoperatoria di una cisti 
di tipo emorragico. Nelle cardiopatie reu- 
matiche possono aversi emboli renali o in 
altri organi. 
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Roger’ s Disease Treated by 


Cardiopericardiomyopexy 


Report of Six Cases 


AARON N. GORELIK, M.D., F.A.C.C., F.A.C.A., F.N.Y.C.S., F.I.C.S. 


NEW YORK CITY, NEW YORK 


HE first cardiopericardiomyopexy 
[x coronary arterial disease was per- 
formed in 1949. In January 1951 car- 
diopericardiomyopexy was performed for 
the first time on a patient with rheumatic 
multivalvular heart disease. In June 1951 
cardiopericardiomyopexy was performed 
for the first time on a patient with Roger’s 
disease (interventricular septal defect). 
Six cases of Roger’s disease treated by 
cardiopericardiomyopexy are here pre- 
sented. 


REPORT OF CASES 


CASE 1.—G. C., a single man aged 23, an 
assistant in a liquor store, was examined on 
Nov. 16, 1950. The chief complaints were of 
precordial pain; palpitations on the slightest 
exertion, especially upon lifting weights, 
and a constant tired and weak feeling. The 
symptoms had appeared several years prior 
to examination. The patient’s condition had 
gradually become worse, and he had finally 
given up his clerkship in the store. He had 
been under constant medical treatment, with 
no improvement. He did not mention any his- 
tory of rheumatic fever. He had been re- 
jected by the U.S. Army because of his cardiac 
condition. 

Physical examination revealed no apparent 
pathologic change except in the heart, which 
was moderately enlarged, with the typical 
systolic murmur audible to the left of the 
sternum. The electrocardiogram showed oc- 
casional auricular extrasystole, an inverted 
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The author reports a follow-up 
study of 6 patients with Roger's dis- 
ease on whom cardiopericardiomyo- 
pexy was performed between 1951 
and 1958. He includes data ranging 
up to seven years after the opera- 
tion, gauging the results by the ef- 
fect of the procedure on tolerance of 
exercise, severity and frequency of 
anginal pain, presence or absence 
of signs of cardiac failure and abil- 
ity or inability to return to work or 
to take on increased work. All pa- 
tients survived the operation, and all 
showed excellent clinical results; 
they were able to resume their nor- 
mal physical activities without an- 
gina, dyspnea or any “tired feeling.” 
Exercise tolerance tests showed 
greatly improved results even in pa- 
tients who had been totally incapaci- 
tated for long periods prior to the 
operation. 











T wave in lead 3 and visible pulsations in the 
neck. The blood pressure in millimeters of 
mercury was 130 systolic and 70 diastolic. The 
pulse rate was 72. 

The patient underwent cardiopericardio- 
myopexy at the Park East Hospital on June 8 
and made an uneventful recovery. After the 
operation the patient became and has re- 
mained symptom free. He returned to work 
three weeks after the operation and has been 
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working continuously. He married two years 
after the operation. 

At the time of writing he is leading a nor- 
mal and a gainful life and doing daily exer- 
cises. 

CASE 2.—S. B., a woman aged 31, married 
and the mother of 3 children, was examined 
on Feb. 16, 1956. The chief complaints were 
of many years of dyspnea on slight exertion 
and of congestive heart failure with each 
pregnancy at the time of delivery. The pa- 
tient had had rheumatic fever at the age 
of 6. Congestive heart failure had occurred 
with the delivery of each of the 3 children. 
One pregnancy had been interrupted by dila- 
tion and curettement because of the cardiac 
condition. When examined, she was three 
and a half months pregnant and wished to 
prevent heart failure at the time of delivery. 

Physical examination revealed no apparent 
pathologic change except in the heart, which 
Was generally enlarged. A soft systolic mur- 
mur was audible over the precordial area, 
most accentuated at the left border of the 
sternum in the left fourth intercostal space. 
The electrocardiographic Master’s double- 
step test revealed coronary insufficiency. Dif- 
fuse varicosed and thrombosed veins were 
observed in both legs. The diagnosis was 
Roger’s disease. 

The patient underwent cardiopericardio- 
myopexy at the Madison Avenue Hospital on 
March 6. She has been symptom free since 
the operation, and was delivered of a normal 
baby at full term, with no complications and 
no heart failure. At the time of writing she 
is leading a normal life. 

CASE 3.—H. J., a girl aged 5 years, was 
examined on Nov. 16, 1957, the mother hav- 
ing noticed for some time that the child 
breathed heavily. The child complained of 
tiredness, wanted to rest and showed no 
desire to play. There was no history of 
rheumatic fever. 

Physical examination revealed no apparent 
pathologic change except for a loud systolic 
murmur in the precordium, best heard near 
the left sternal border. The left ventricle 
was moderately enlarged. Labored breath- 
ing was visible. The diagnosis was Roger’s 
disease. 

Cardiopericardiomyopexy was performed 
at the Parkchester General Hospital on 
November 22. Since the operation the child 
is very active and breathes normally. 

CASE 4.—A. N., an unmarried man aged 31, 


802 


MARCH, 1959 


was examined in June 1957 in Israel because 
of weakness and fatigue on the slightest exer- 
tion, especially walking. He had had rheu- 
matic fever at the age of 15 and had been 
under continuous medical supervision since 
then, without improvement. 

Physical examination revealed Roger’s dis- 
ease, Cor bovinum (heart enlarged to the 
right and to the left). There was an apical 
thrust in the sixth left intercostal space, 
2 fingerbreadths outside the midclavicular 
line. A blowing systolic murmur was heard 
over the left sternal border, the apex and 
the aortic and tricuspid areas. The blood 
pressure in millimeters of mercury was 160 
systolic and 0 diastolic. The pulse rate was 
84. The patient was livid, and dependent 
edema was observed. Roentgen study re- 
vealed enlarged right and left cardiac cham- 
bers and an enlarged aorta. 

The diagnosis was Cor bovinum (Roger’s 
disease), with pathologic defects of the 
mitral, aortic and tricuspid valves. 

The patient arrived in New York City on 
December 5 and entered the Parkchester 
General Hospital. Cardiopericardiomyopexy 
was performed on December 18. Recovery 
was uneventful and daily physical exercises 


were begun ten days after the operation. The 
patient returned to Israel one month after 


the operation. He has remained symptom 
free. A roentgenogram of the chest taken 
four weeks after the operation showed 0.5 
cm. diminution of the transverse diameter 
of the heart. He writes that he is leading a 
normal life. 

CASE 5.—L. L., a married man aged 29, 
was examined on Nov. 18, 1957. The chief 
complaints were of precordial pain and 
palpitations on exertion, general weakness 
and fatigue. The patient had had acute 
articular rheumatic fever at the age of 10. 
Since then he had been under medical care, 
with no improvement and with his activities 
I'mited. In 1957 the symptoms had become 
more pronounced. 

Physical examination revealed chronic 
sinusitis. The heart was enlarged, with a 
systolic murmur covering the precordial, 
aortic and mitral areas, most clearly audible 
over the left sternal border at the left fourth 
intercostal space. The diagnosis was Roger’s 
disease, with involvement of the mitral and 
aortic valves. : 

Cardiop2ricardiomyopexy was performed at 
the Parkchester General Hospital on Decem- 
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An uneventful recovery followed, 
and physical exercises were started two 
weeks later. The patient is now symptom 
free and is leading a normal, active life. He 
is doing daily strenuous physical exercises. 

CASE 6.—Y. D., a married woman aged 24, 
was examined on Dec. 31, 1957, because of 
precordial pain, generalized tiredness and 
weakness of long duration and difficulty in 
climbing stairs. There was no history of rheu- 
matic fever. 

Physical examination revealed a moder- 
ately enlarged heart. An audible systolic 
"murmur covered the precordium, best heard 
at the left sternal border at the left fourth 
intercostal space. The electrocardiographic 
Master’s double-step test gave positive re- 
sults. 

Cardiopericardiomyopexy was performed 
at the Parkchester General Hospital on Jan. 
8, 1958, and recovery was uneventful. The 
patient has been symptom free since the 
operation. She climbs stairs without dif- 
ficulty and is doing daily physical exercises. 
She is leading a normal life. 

Cardiopericardiomyopexy is a safe and 
simple procedure that can be easily per- 
formed with local anesthesia. It consists 
of removal of the left fifth costal cartilage 
with the perichondrium; double ligation 
and severance of the internal mammary 
artery ; introduction of magnesium silicate 
into the pericardial sac, and fixation of the 
pectoral muscle to the pericardium. 

Cardiopericardiomyopexy converts an 
ischemic to a hyperemic myocardium be- 
cause of the opening of the intercoronary 
anastomotic channels, the increase in num- 
ber of the telae arteriae adiposae, the for- 
mation of new blood vessels between the 
pericardium and the myocardium and the 
formation of vascular adhesions between 
the pectoral muscle and the pericardium. 

My experience leads me to confirm what 
P. D. White? stated in 1944: “The myo- 
cardium is the most important part of the 
heart. If it is sound, a great deal of disease 
of the endocardium, the pericardium and 
the great vessels, of valvular deformities 
and septal defects and of strain from 
hypertension can be endured for a sur- 


ber 18. 
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prising number of years; if it is seriously 
diseased or fails, death may come quickly, 
even though all the rest of the cardiovas- 
cular system is perfect.” 

The good results obtained in 6 cases of 
Roger’s disease treated by cardiopericar- 
diomyopexy emphasize the importance of 
the myocardium in this type of congenital 
cardiac disease. 


ZUSAM MENFASSUNG 


Der Verfasser berichtet iiber die Nach- 
untersuchung von 6 Kranken von Maladie 
de Roger, an denen in den Jahren 1951 bis 
1958 eine Kardioperikardiomyopexie aus- 
gefiihrt wurde. Die Beobachtungen er- 
strecken sich uber einen Zeitraum bis zu 
7 Jahren nach der Operation. Als Mab- 
stibe zur Beurteilung der Erfolge dienen 
der Einfluss der Operation auf die Fahig- 
keit kérperliche Ubungen auszufiihren, die 
Schwere und Haufigkeit angiondéser 
Schmerzen, das Bestehen oder das Fehlen 
von Zeichen der Herzschwache und die 
Fahigkeit oder Unfahigkeit, zur Arbeit 
zurtickzukehren oder eine erhote Arbeits- 
last zu tibernehem. Alle Kranken, die 
Operation iiberlebten, ausgezeichnete klin- 
ische Erfolge aufzuweisen un waren im- 
stande, ihre normale koérperliche Beschaf- 
tigung ohne angindédse Beschwerden und 
ohne Atemnot wieder aufzunehmen. Die 
Belastungsproben mit Koérperiibungen 
zeigten grosse Besserungen, sogar bei 
denen, die fiir lange Zeit vor der Operation 
k6rperlich véllig untauglich waren. 


RESUMEN 


FE! autor informa sobre un estudio com- 
pleto de 6 enfermos (maladie de Roger) 
operados de cardiopericardiomyopexia en- 
tre 1951 y 1958, incluyendo datos hasta de 
7 aos después de la operacion y midiendo 
los resultados por el efecto de la operacion 
en la tolerancia del ejercicio, la gravedad 
y la frecuencia del dolor anginoso, la pre- 
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sencia 0 ausencia de signos de desfalleci- 
mento cardiaco y la capacidad o incapaci- 
dad para volver al trabajo o realizar un 
trabajo mayor. 

Todos los enfermos sobreviveron la 
operacion mostraron resultados clinicos 
excelentes, y fueron capaces de volver a 
sus actividades fisiscas normales sin an- 
gina ni disnea. Las pruebas de la toleran- 
cia para el ejercicio mostraron resultados 
de alta mejoria, incluso en enfermos que 
habian estado incapacitados totalmente 
durante largos periodos antes de la opera- 
cion. 


RESUME 


L’auteur presente une étude (1951- 


1958) portant sur 6 cas de maladie de 
Roger traités par la cardiopericardiomyo- 
pexie, comprenant des resultats s’etandant 
sur une période de 7 ans aprés |’operation, 
resultats basés sur les critéres suivants: 
tolerance a l’exercise physique, degré et 
frequence des douleurs angineuses, ou ab- 


sence de symptomes cardiaques, capacité 
de travail. 

Les resultats cliniques se sont revelés 
excellents chez tous les malades operés. 


SUMARIO 


O autor apresenta o resultado pos opera- 
torio de 6 pacientes de maladie de Roger 
nos quais se efetuou “Cardiopericardio- 
myopexia” incluindo casos com 7 anos de 
operados, avaliando os efeitos da operacao 
pelo tolerancia aos exercicios, freqiiéncia 
e servidade dos ataques de dor anginal, a 
presenca ou ausencia de sinais de descom- 
pensacao cardiaca e a habilidade ou inha- 
bilidade de retornar ao trabalho, ou 
aumento de quantidade de travalho. Todos 
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pacientes os sdbreviveram ao ato cirtr- 
gico, mostraram resultados clinicos, reas- 
sumindo as ativitades fisicas normaissem 
angina ou dyspnea. 

Os testes de tolerancia aos exercicios 
ofereceram resultado que atestavam 
grande melhora mesmo em pacientes que 
estavam totalmente incapacitados anteri- 
ormente a operacao. 


RIASSUNTO 


L’autore riferisce su un eontrollo a dis- 
tanza eseguito in 6 malati de maladie de 
Roger ai qualli aveva praticato una cardi- 
opericardiomyopessia negli anni dal 1951 
al 1958. 


I resultati sono stati valutati mediante 
un controllo delle capacita fisiche degli 
operati, in base alla gravita e frequenza 
degli attachi anginosi, in base alla presen- 
za 0 alla mancanza di segni di insufficienza 
cardiaca e alla capacita dei malati di rep- 
rendere o meno il lavoro abituale, o di 
iniziarne uno pil’ gravoso. Tutti i malati 
soppravvissero all’intervento, dimostrano 
excellenti risultati clinici, avendo ripreso 
le loro normali attivita senza dolori angi- 
nosi ne dispnea. 


Le prove fisiche mediante esercizi die- 
dero risultati accelenti anche in malati 
che prima dell’intervento erano stati per 
un longo periodo inefficienti. 
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Treatment of Vesical and Prostatic Carcinoma 


with Atomic Medicine 
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HE purpose of this paper is to out- 
"[ iine the indications for the treatment 

of carcinoma of the urinary bladder 
and of the prostate with atomic medicine 
and to indicate the technic which we have 
developed for such treatment. 

We have obtained improved results in 
the treatment of carcinoma of the bladder 
and the prostate gland by using a combi- 
nation of surgical treatment, injection of 
radioactive colloidal chromic phosphate 
and external irradiation with a large co- 
balt bomb. Although this combined treat- 
ment achieves only palliative benefit in the 
more advanced stages of the disease, some 
of our patients have had an apparent ar- 
rest of disease for more than four years. 

Certain patients with carcinoma of the 
bladder have been treated by the combined 
internal and external radioisotope technic. 
This form of radiation therapy has proved 
to be more satisfactory than the treatment 
of bladder cancer by conventional high 
voltage roentgen therapy in the 200 to 250 
kilovolt range. 

Radical perineal prostatectomy is still 
the treatment of choice for the patient 
with operable prostatic carcinoma. Treat- 
ment with atomic medicine by the com- 
bined technic of isotopic-surgical therapy 
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A method of isotopic treatment for 
far advanced vesical and prostatic 
carcinoma, employing both the in- 
jection of radioactive colloidal chro- 
mic phosphate and the use of 
external cobalt bomb therapy, is de- 
scribed. The authors state that this 
method, properly applied, is well 
tolerated and seems to produce no 
serious complications. Radiation re- 
action in the skin in minimal and 
radiation sickness virtually absent, 
despite the fact that a large tumor 
dose is delivered. 

In addition to making it possible 
to administer high tumor doses with- 
out untoward effects, this combina- 
tion of isotopic and cobalt bomb 
therapy enables the therapist to di- 
rect the treatment accurately to the 
tissues involved, with minimal dam- 
age to the surrounding normal tis- 
sue. Secondary contracture of the 
bladder is also absent. The imme- 
diate results are sufficiently encour- 
aging to convince the authors that 
this procedure deserves continua- 
tion. 











and cobalt irradiation is indicated only for 
patients with inoperable prostatic carci- 
noma. 
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Carcinoma of the Bladder.—It has been 
well documented that conventional roent- 
gen therapy in the 200 to 250 kilovolt 
range has usually been unsuccessful in the 
treatment of vesical carcinoma except for 
palliative purposes. Although the histo- 
logic pattern of a large number of vesical 
tumors shows a transitional cell carcinoma 
that should be highly radiosensitive, expe- 
rience has shown that conventional roent- 
gen therapy rarely demonstrates the 
radiocurability of these lesions. Radio- 
curability depends on the ability to deliver 
a cancerocidal tumor dose without perma- 
nent destruction of the normal tissues in 
the tumor bed. Generally, it has been im- 
possible to deliver a sufficient tumor dose 
of radiation to the vesical carcinoma by 
250 kilovolt roentgen rays, because the in- 
tervening and surrounding normal tissues 
have proved to be more vulnerable than 
the tumor itself. The quality of the beam 
of supervoltage roentgen rays and use of 
the cobalt bomb permit the administration 
of much larger tumor doses to the region 
of the bladder without permanent damage 
to the intervening and surrounding normal] 
tissues, provided such therapy is admin- 
istered by special rotation technics. When 
the tumor has been successfully eradicated 
by cobalt rotation therapy, there are fewer 
post-treatment complications and there is 
less contraction of the bladder and less 
pain than resulted from the administration 
of large doses of conventional roentgen 
irradiation. 

A careful clinical classification of the 
vesical disease is necessary in order to de- 
termine whether radiation therapy is indi- 
cated and, if so, which type is preferable. 
When the disease is superficial and papil- 
lary it may be possible to treat it success- 
fully by cystoscopic fulguration, alone or 
in combinat’on with the implantation of 
radon seeds. Sometimes the introduction 
of radium or cobalt beads in a special in- 
dwelling catheter is a satisfactory treat- 
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ment for such superficial lesions. Open 
operation on the bladder, with resection 
of the tumor and fulguration of the tumor 
base, followed by the implantation of 
radon seeds, the use of radium needles, the 
injection of radioactive material or the 
implantation of cobalt sources in nylon 
threads, is another method of treatment 
for the more infiltrating vesical neoplasms. 
When the disease is confined to a single 
segment in the lateral wall or dome of the 
bladder, segmental resection of the 
growth, with or without the injection of 
radioisotopes or other interstitial irradia- 
tion, may be indicated. Total cystectomy, 
with implantation of the ureters into the 
bowel or the skin, has been performed on 
patients with more extensive carcinoma 
of the bladder. We observed, however, the 
limitations of this operation in a series of 
80 patients treated in this manner. We 
therefore decided to explore the value of 
a combined technic consisting of surgical 
exploration of the more extensive vesical 
lesions, fulguration of the tumor and in- 
jection of radioactive colloidal chromic 
phosphate, followed by external irradia- 
tion with the cobalt bomb after the patient 
recovered from the operation on the blad- 
der. 

We proyose the following clinical classi- 
fication, which is based on the gross ap- 
pearance of the tumor and its extent. The 
specific treatment here outlined is dis- 
cussed on the basis of this clinical classifi- 
cation. 

Clinical Classification. — Clinical Stage 
O: Single or multiple papillary tumors 
that are histologically benign. 

Clinical Stage I: Single or multiple pap- 
illary tumors that are histologically malig- 
nant. 

Clinical Stage II: Single or multiple in- 
filtrating tumors without extension 
through the bladder wall. 

Clinical Stage III: Infiltrating tumors 
penetrating through the bladder wall to 
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perivesical tissue, and with or without re- 
gional lymph node metastasis. 

Clinical Stage IV: Infiltrating tumor 
with distant metastases. 

Specific Treatment.—For Clinical Stage 
O (Benign Papillary) : These are single or 
multiple papillary tumors, histologically 
well differentiated. They usually respond 
poorly to any type of external irradiation, 
whether it is conventional roentgen treat- 
ment or supervoltage therapy. The total 

dose of internal irradiation required to 
eradicate these tumors often approaches 
the effect of an actual cautery. The subse- 
quent scarring and postradiation necrosis, 
therefore, make its use unwarrantable, 
since these tumors are actually benign for 
long periods. The “recurrences” may be 
new tumors in other portions of the vesical 
mucosa; therefore, there is no assurance 
that caustic internal or interstitial irradia- 
tion of the initial tumor will prevent re- 
currence elsewhere in the vesical mucosa. 
Also, the “prophylactic use” of the cobalt 
bomb has not always prevented the devel- 
opment of new tumors of the bladder. We 
prefer to use cystoscopic fulguration, fol- 
lowed by cystoscopic inspection at inter- 
vals of two to three months. A biopsy of 
any suspicious area of recurrence is made 
in order to rule out actual malignant 
change in the base of the tumor. Fulgura- 
tion through the cystoscope is continued 
unless the tumor shows histologic evidence 
of malignancy. 

For Clinical Stage I (Malignant Papil- 
lary): a. For the single malignant papil- 
lary tumor, cystoscopic fulguration with 
implantation of radon may be attempted 
if there is no definite evidence of infiltra- 
tion. This type of tumor must be watched 
carefully, for the patient may subsequent- 
ly show evidence of local recurrence, with 
or without infiltration of the bladder wall. 
or there may be multiple tumors develop- 
ing in other areas of the vesical mucosa. 


b. For recurrent single papillary malig- 
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nant tumors or for multiple papillary 
malignant tumors we perform open opera- 
tion on the bladder. If there is no penetra- 
tion of the vesical wall, a segmental exci- 
sion is made if the tumor is located 
anteriorly or laterally and if a sufficient 
amount of functioning bladder will re- 
main. If the tumors are too extensive for 
segmental resection or if the trigone or 
outlet is involved, we prefer fulguration 
and interstitial implantation of radioac- 
tive colloidal chromic phosphate. This is 
followed by a full course of external rota- 
tion cobalt therapy if there is subsequent 
recurrence of the tumor. 

For Clinical Stage II (infiltrating) : a. 
Segmental resection is done when there is 
a single infiltrating tumor which, on open 
inspection and palpation at the bladder, 
proves to be completely resectable. No in- 
terstitial irradiation is employed, because 
theoretically all of the tumor has been re- 
moved surgically. Only when subsequent 
microscopic examination reveals that an 
inadequate amount of surrounding normal 
mucosa has been removed do we employ 
postoperative cobalt bomb therapy. Also. 
if subsequent examination reveals evi- 
dence of local recurrence we prescribe co- 
balt bomb treatment. If the tumor is non- 
resectable we remove the bulk of it 
electrosurgically and fulgurate its base. 
Then we inject the isotope or radon seeds. 
The cobalt bomb is used only if there is 
residual disease after three months, as de- 
termined by biopsy. 

b. When cystoscopic examination reveals 
multiple infiltrating tumors, we perform 
open operation and fulgurate each tumor 
to its base after removing the bulk of it 
electrosurgically. Radon seeds or the iso- 
topes are injected at the tumor base, and 
cobalt bomb therapy is used after three 
months if the result of the inspection bi- 
opsy is positive. 

We have also treated a few of these 
patients by external cobalt bomb therapy 
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without open operation, and some of them 
have done well. This has usually been pre- 
scribed when there was some medical con- 
traindication to open operation, such as 
coronary disease. 

For Clinical Stage III (Infiltrating, Pen- 
etrating or Requiring Total Cystectomy) : 
When open operation reveals that the 
neoplasm is infiltrating and extending 
through the bladder wall into the perives- 
ical fat or into the regional lymph nodes, 
we remove the bulk of the tumor electro- 
surgically and fulgurate its base. We also 
remove a lymph node for biopsy if it ap- 
pears to be involved by metastatic disease, 
and inspect the liver for evidence of me- 
tastasis. If the liver is not grossly in- 
volved, we record the extent of the lymph 
node metastases and then give the patient 
intensive postoperative cobalt bomb ther- 
apy. We do not use interstitial irradiation 
for this stage of tumor. If there is local 


recurrence after cobalt bomb treatment, a 
“second look” operation is performed and 


interstitial isotope injection is carried out. 

We now prefer to use cobalt bomb ther- 
apy for all patients who were previously 
considered suitable for cystectomy. This 
includes (1) those with involvement of the 
trigone, who cannot be treated by inter- 
stitial therapy because it would destroy 
the ureteral orifices; (2) those with infil- 
tration of the outlet of the bladder requir- 
ing local destruction of the sphincters; (3) 
those with multiple infiltrating tumors of 
the bladder; (4) those with recurrent 
spreading low-grade malignant tumors 
involving large areas of the bladder, and 
(5) those with superficial tumors becom- 
ing highly malignant or infiltrating and 
penetrating. 

For Clinical Stage IV (Distant Metas- 
tases): Palliative cobalt therapy is em- 
ployed to reduce hematuria and attempt 
to cause as much regression of the tumor 
as is possible for palliation and prolonga- 
tion of life. Smaller total doses of cobalt 


MARCH, 1959 


radiation therapy are prescribed for these 
patients, since only palliation is possible. 
Supportive Treatment. — The general 
condition of the patient must be studied 
and appropriate supportive measures pre- 
scribed to control hematuria and replace 
loss of blood by transfusions. If infection 
is present in the bladder or the upper part 
of the urinary tract, antibiotics are ad- 
ministered. If there is a nonfunctioning 
infected kidney it should be removed sur- 
gically when the infection cannot be con- 
trolled by medical means. If the function 
of the upper part of the urinary tract is 
poor and if the edema associated with ra- 
diation therapy threatens to obstruct 
proper drainage of the kidneys, it may be 
necessary to perform a nephrostomy or 
transplant the ureters to the skin. 
Radiation Therapy.—1. Internal Radia- 
tion: After the bladder has been opened 
and the need for interstitial irradiation 
is apparent, we now usually employ radio- 
active colloidal chromic phosphate by the 
multiple long needle technic, as we have 
previously described for the palliative 
treatment of advanced prostatic carci- 
noma. We have substituted this isotope 
injection treatment for radon seeds, which 
we previously used for the same purpose. 
The isotope, which is prepared from ra- 
dioactive phosphorus (P**), has a physical 
half-life of fourteen and three-tenths days 
and is composed entirely of beta radiation, 
which has a maximum penetration of 
8 mm. of tissue. It delivers a total dose 
of 885,000 roentgen equivalents physical 
to 1 Gm. or 1 ce. of tissue containing 1 
millicurie of the isotope completely disinte- 
grating. In our opinion this isotope will 
probably prevent some of the complica- 
tions that followed the use of radon seed 
implantation, since the more penetrating 
gamma radiation present in the radon 
seeds has been eliminated. When radon 
seeds are used we prefer the gold seeds, 
which contain about 1 to 1.5 millicuries 
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of radon per seed. These are implanted 
in a radial manner, about 1 cm. apart. 

When we use long needles for injec- 
tion of the isotope, they are placed about 
0.5 cm, apart and each needle is injected 
with 3 millicuries of the isotope. The 
chromic phosphate preparation contains 
2 millicuries of P*? per cubic centimeter 
of fluid. The therapist is given adequate 
protection by the plastic shield over the 
special syringe used, which contains a 
- disposable cartridge. 

2. External Irradiation: We have noted 
that cobalt-60 therapy has certain advan- 
tages over conventional roentgen therapy 
as delivered by 200 to 250 kilovolt ma- 
chines. Cobalt-60 has a higher energy, 
equivalent to about 3,000,000 volt roentgen 
rays. This higher energy permits better 
protection of the skin, and at the same 
time we are able to deliver a much higher 
tumor dose. The depth dose pattern in 
the tumor area is superior. There is less 
bone damage, because there is not as much 
backscatter. 

For the same reason, measurements 
of dosage are simpler. Sharper collima- 
tion is possible with the cobalt beam, and 
it is a better beam for rotation therapy, 
since the optimum energy for rotation is 
about 1,000,000 electron volts. The aver- 
age cobalt beam is 1,250,000 electron volts. 
There are fewer maintenance problems, 
and there is much less radiation sickness. 

Rotation cobalt therapy has certain ad- 
vantages over stationary cobalt therapy. 
Rotation therapy permits a higher total 
tumor dose that produces less damage to 
the skin and simulates multiple port tech- 
nics. The distribution of the radiation is 
improved, and there is less chance of over- 
lap of multiple fields. Rotation therapy 
will cause less damage to the normal tis- 
sues, since the maximum dose is at the 
tumor site and the dose falls off away from 
the tumor site. With the stationary tech- 
nic the maximum dose is under the skin 
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TABLE 1.—Cobalt Teletherapy of the Bladder: 
Preliminary Results in 36 Cases 





Stage 
No. of 


6 “Q). 15 
— 3 (2) 3 
Poor 4 4 3 


Incomplete - 
treatment 3 


Living Dead 





Too early 
for eval. _3 
36 








TABLE 2.—Cobalt Teletherapy of the Bladder: 
Preliminary Results in 36 Cases 





Adeno. Epid. Undif. 


1 4 1 


Trans. 





1 a: - 


1 
Incomplete 
treatment 


Too early 
for eval. 








TABLE 3.—Cobalt Teletherapy of the Prostate: 
Results in 15 Cases 





Results No. Living Dead 





and falls off as the tumor site is ap- 
proached. Less time is necessary for set- 
ting up the patient than with multiple port 
technic. 

There are certain physical advantages 
of the phantom dose measurements we use 
with cobalt-60 radiation, as compared to 
calculations and tables used for determin- 
ing tumor dosage as given by conventional 
roentgen therapy. The phantom measure- 
ment provides a quick and direct means of 
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obtaining the actual dosage value, both in 
the tumor volume and outside the tumor 
volume in any plane. It takes into con- 
sideration minor variations in body struc- 
ture, such as air cavities. The plastic 
phantom is made for each patient, and 
this is filled with a special bolus material 
that simulates body tissue in specific den- 
sity. A radiation-recording instrument is 
placed at the simulated tumor site in the 
phantom; an actual treatment is given, 
and the “‘tumor dose” is recorded. When 
the radiation dosimeter is moved to vari- 
ous areas about the tumor site, an actual 
isodose pattern is determined. When 
there is extension of the disease to the 
lymph nodes, the volume of tissue to be 
irradiated is accordingly mapped out. 
When no extension through the bladder 
and no lymph node involvement is present, 
a much smaller tumor volume is irra- 
diated. 

Our patients are usually treated in the 


vertical position, on a specially constructed 


rotating chair. The cutaneous reaction 
that follows a tumor dose of 5,000 to 6,000 
roentgens given in six to eight weeks is 
only a faint erythema, as compared to 
the severe telangiectasia and cutaneous 
atrophy that would result if half of this 
tumor dose were delivered by conventional 
roentgen therapy. We check the location 
of the beam by taking roentgenograms of 
the bladder after the instillation of radio- 
paque material. A specially constructed 
diagnostic roentgen machine is attached 
to the cobalt machine so that these roent- 
genograms can be made to provide an 
accurate check of the size and direction 
of the beam. 

We have found that the 270-degree 
anterior rotation pattern delivers a homo- 
geneous beam of radiation to the region 
of the bladder, with a minima] amount 
reaching the rectum. This produces much 
less rectal reaction than is produced by 
following a 360-degree rotation pattern. 
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The 180-degree anterior pattern is suit- 
able when there is greater extension of 
the disease outside of the bladder area. 
This pattern may also be combined with 
the 270-degree rotation pattern. The sta- 
tionary technic is employed chiefly when 
there is metastasis to the inguinal lymph 
nodes. The early and late cutaneous reac- 
tion is considerably less intense after rota- 
tion cobalt therapy than after stationary 
cobalt therapy. This is because the skin 
dose is distributed over the entire rotation 
segment instead of being concentrated 
through the single stationary portal. The 
skin dose with stationary cobalt therapy 
nevertheless is still only about one-third 
of that delivered to the skin by conven- 
tional roentgen treatment. Larger tumor 
doses, therefore, may be delivered with the 
cobalt machines to the target area than is 
possible with the 250 kilovolt roentgen 
machine, without producing proportion- 
ally greater cutaneous reactions, 

Results.—Thirty-six patients with car- 
cinoma of the bladder have been treated 
and followed for almost three years. 
Twenty-four had transitional cell carci- 
noma, and of these 10 obtained a good 
result, 4 a fair result and 5 a poor result. 
Three of these had incomplete treatment, 
and 2 have been treated relatively recently. 
There were 2 patients with adenocarci- 
noma of the bladder; 1 of these obtained 
a good result and 1 only a fair result. 
There were 8 patients with an epidermoid 
type of vesical tumor; 4 of these obtained 
good results, 3 obtained poor results, and 
1 was treated relatively recently. Of the 
2 patients with an undifferentiated type 
of tumor, 1 obtained a good result and la 
poor result. 

Of the total 36 patients, 6 were in our 
Clinical Stage I. In 5 of these the results 
were good; 1 has been treated relatively 
recently. This, of course, indicates that 
patients in Clinical Stage I have an ex- 
cellent prognosis, because the tumor does 





VOL. 31, NO. 3 


not involve the bladder wall. Of the 9 
patients in Clinical Stage II, 6 had good 
results; 1 a poor result, and 2 were treated 
recently. This would indicate that pa- 
tients in Clinical Stage II also have a rela- 
tively good prognosis. The 14 patients 
with more advanced disease (Clinical 
Stage III) were the ones we were particu- 
larly interested in, because these have 
usually had the worst prognosis, in view 
of the fact that they have infiltrating 
tumors with penetration of the bladder 
wall and some with regional lymph node 
metastases. Four of these showed good 
results, 3 fair results and 4 poor results; 
3 were too ill to complete their treatment. 
It appears, therefore, that about one-third 
of these patients might be salvaged with 
cobalt therapy. There were 7 patients in 
Clinical Stage IV who were treated pri- 
marily at the beginning of our series in 
order to determine what effect cobalt 
radiation would have, since we knew that 
these patients would have come to autopsy. 


The autopsies revealed that 1 had a good 
result as far as the local disease was con- 
cerned. Our pathologist could not find any 
residual evidence of carcinoma in the areca 
covered by the cobalt beam. Of course, 
this patient had extensive hepatic and os- 
seous metastases, and these areas were not 


treated. Two of the patients examined 
post mortem showed a fair response, 4 an 
extremely poor response. This further 
emphasizes the fact that the cobalt beam 
is capable of causing destruction of tumor 
tissue at the bladder site and also in the 
perivesical and lymph node tissue in a 
small percentage of patients. Altogether, 
24 of the 36 patients in this series are 
alive and 12 are dead. Of the living pa- 
tients, 15 had good results, 3 fair results 
and 3 poor results, while 3 have been 
treated recently. Of the 12 deceased pa- 
tients, 1 had a good result, 2 had fair 
results, 6 had poor results and 3 did not 
ccmplete their treatment. 


RUSCHE AND JAFFE: ATOMIC THERAPY FOR CARCINOMA 


Complications. — No serious complica- 
tions were noted during treatment or after 
treatment. The patients who do not have 
extensive infiltration and penetration of 
the bladder wall show relatively little 
bladder contraction after treatment as 
compared to the bladder contraction 
which we often observed after conven- 
tional roentgen therapy. The rectal com- 
plaints, which are at their peak at the 
conclusion of the series of treatments, 
usually last for about two to three weeks 
The cutaneous reactions at their peak are 
only a mild erythema and, later, mild tan- 
ning. The skin remains soft and pliable, 
and in only 1 case did we observe postradi- 
ation fat necrosis. In this patient all the 
treatment was delivered through a single 
anterior portal, so that the subcutaneous fat 
received the largest part of the dose. When 
patients had previously been treated with 
radon seeds or radium needles and then 
referred to us several years later for re- 
current disease, we noted a radiation 
necrosis would often develop at the site 
of the previous interstitial irradiation. 
When years elapse between radiation 
treatments the blood supply of the local 
area is impaired, and these local areas 
may not stand up too well under further 
heavy irradiation. When local radiation 
necrosis develops in such cases it usually 
responds to local therapy; sometimes the 
use of Meticorten® is helpful. 

Prostatic Carcinoma.—Our previous 
communications reported our technic and 
results for colloidal chromic phosphate 
palliative treatment of advanced prostatic 
carcinoma. Although we have been im- 
pressed with the results from a palliative 
standpoint, it became obvious that there 
were some patients who required more 
than local injection treatment, since post- 
treatment biopsies and clinical examina- 
tion of some of these patients confirmed 
the presence of further tumor growth. 
Instead of treating the patients with more 
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injections of chromic phosphate at three- 
month to four-month intervals, if disease 
was present on post-treatment biopsy we 
have elected to treat a group of these pa- 
tients secondarily with cobalt bomb rota- 
tion therapy. When single port posterior 
technic were first used, we noted that a 
serious and severe cutaneous reaction de- 
veloped over the sacrum, because the folds 
of the buttocks caused the skin over the 
sacrum to be at a lower level than the 
skin of the buttocks. Actually, the skin 
over the sacrum was now in a “tumor posi- 
tion” rather than a skin position, since 
the intensity of the beam below the highest 
point was 100 per cent, as compared with 
35 per cent on the surface of the skin, 

When the single beam was directed from 
the anterior part of the body, the tumor 
dose to the prostate was about 50 per cent 
and the rectal dose only 40 per cent, as 
compared to the rectal dose of 60 per cent 
and tumor dose in the prostate of 40 per 
cent when the beam was directed from the 
posterior aspect. It is therefore apparent 
that the anterior beam of the single portal 
is more efficient than the posteriorly di- 
rected single beam. Because of the large 
dose to the rectum, we had to limit the 
use of the single portal technic. 

With 180 degrees of anterior rotation, 
the prostate received 100 per cent of the 
dose and the rectum received 80 to 90 
per cent. With 360 degrees of rotation, 
both the prostate and rectum again were 
in the 90 to 100 per cent range. With 
anterior rotation of 270 degrees, the pros- 
tate received 100 per cent of the dose, 
while the rectum received 40 to 60 per 
cent. It is apparent that there is no way 
to eliminate completely the radiation re- 
action in the vesical and rectal areas. At 
the time of the original surgical explora- 
tion and isotope injection the presence or 
absence of metastatic lymph nodes is 
determined, and if present they must be 
included in the field of radiation of the 
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cobalt beam. The type of rotation pattern 
is selected for each patient, depending on 
the local extent of disease. 

Results—Of the 15 patients who were 
given cobalt bomb therapy for advanced 
prostatic carcinoma, 14 had a combination 
of the isotope injection with subsequent 
cobalt bomb therapy, while 2 patients were 
given only cobalt bomb therapy. Of the 15 
patients treated, 8 showed good results; 7 
of these are living, and 1 is dead. Four 
patients had poor results after this treat- 
ment; of these, 1 is living and 3 are dead. 
It appears, therefore, that at least two- 
thirds of the patients thus far have had 
worth while results. 

Complications.— There have been no 
serious complications since we adjusted 
the technic to prevent the severe skin re- 
actions noted when the patients were 
given all of the treatment through a single 
posterior port technic. The rectal edema 
and radiation reaction apparent toward 
completion of the total course of treat- 
ment, when the patient has received a 
tumor dose of about 5,000 to 6,000 roent- 
gens in six to eight weeks, lasts for about 
two to three weeks and then subsides. 
During the height of the reaction the pa- 
tient complains of diarrhea, but this is 
controlled by suitable medication and is 
of short duration. We have not observed 
any serious depression of the bone marrow 
with this type of irradiation. When there 
is evidence of such depression it usually 
indicates that the patient has osseous 
metastases, even though roentgen exami- 
nation of the bones may reveal no abnor- 
mality. A sternal puncture or bone mar- 
row study of the iliac crest may reveal 
bone metastases before there is roentgen 
evidence that bone is involved in the dis- 
ease. 


ZUSAMMENFASSUNG 


Zur Behandlung vorgeschrittener Karzi- 
nome der Harnblase und der Prostata 
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wird ein Verfahren mit Isotopen vorge- 
schlagen, das sich sowohl der Einspritzung 
radioaktiven kolloidalen Chromphosphats 
als auch externer Bestrahlung mit der 
Kobaltbombe bedient. 

Bei richtiger Anwendung wird dieses 
kombinierte Verfahren vom Patienten gut 
vertragen und fiihrt offenbar zu keinen 
ernsthaften Komplikationen. 

Die Bestrahlungsreaktion der Haut ist 
sehr geringfiigig, und trotz der hohen ver- 
abfolgten Tumordose kommt es fast zu 
keinem Bestrahlungskater. 

Durch die kombinierte Behandlung mit 
dem Isotop und der Kobaltbombe ist es 
jetzt moéglich, hohe Tumordosen zu verab- 
reichen und die Behandlung genau auf 
das erkankte Gewebe zu lenken mit nur 
ganz geringer Schadigung des normalen 
Gewebes in der Umgebung der Erkran- 
kung. Dies war mit der iiblichen Behand- 
lung mit Therapiemaschienen von 200 bis 
250 Kilovolt night mdglich. 

Die ersten Ergebnisse waren ermuti- 
gend genug, um die Verfasser zu tiber- 
zeugen, dass es sich lohnt, die Methode 
weiter anzuwenden. 

Es ist auffallig, dass es nach Behand- 
lung mit der Kobaltbombe zu_ keiner 
sekundiren Schrumpfung der Harnblase 
kommt, wie es gewoéhnlich im Anschluss 
an intensive Bestrahlung mit konventio- 
nellen Réntgenapparaten der Fall war. 


RESUME 


Les auteurs présentent une méthode uti- 
lisant 4 la fois les injections de phosphate 
de chrome colloidal radioactif et la théra- 
peutique externe a la bombe de cobalt dans 
les cas de carcinomes avancés de la vessie 
et de la prostate. 

Correctement appliquée, cette méthode 
combinée de traitement aux isotopes est 
bien tolérée et semble exempte de compli- 
cations sérieuses. 

Les réactions de la peau sont minimes 
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et l’on constate une absence relative de 
maladie des rayons malgré des doses tumo- 
rales trés élevées. 

I] est en effet possible maintenant d’ap- 
pliquer des doses tumorales élevées par 
le traitement combiné d’isotopes et de la 
bombe au cobalt, et il est aussi possible de 
diriger ce traitement de facon précise vers 
les tissus incriminés avec des dommages 
minimes aux tissus environnants. Cela 
était impossible avec les appareils conven- 
tionnels de 200 a 250 kilovolts. 

Les résultats immédiats sont suffisam- 
ment encourageants pour inciter les 
auteurs a poursuivre cette facon de pro- 
céder. 

Il a une absence remarquable ae con- 
tractures secondaires de la vessie aprés 
traitement a la bombe au cobalt, compara- 
tivement a ce que |’on observe généralement 
aprés roentgenthérapie classique intensive. 


RIASSUNTO 


Viene presentato un metodo di terapia 
del carcinoma prostatico e vescicale in 
fase avanzata, che comprende l’impiego 
degli isotopi radioattivi associando |’inie- 
zione di fosfato cromico colloidale radio- 
attivo alla terapia esterna con bomba al 
cobalto. 

Correttamente eseguito questo metodo si 
dimostra ben tollerato e non determina 
effetti collaterali né complicazioni; la rea- 
zione cutanea é minima nonostante si im- 
pieghino dosi molto elevate. 

Non solo é possibile, con questo metodo 
combinato, somministrare dosi elevate, ma 
é anche possibile dirigere la cura con la 
massima precisione sui tessuti da distrug- 
gere, risparmiando quélli circostanti (cosa 
che era impossibile quando si usavano i 
comuni apparecchi da terapia da 200- 
250 kv). 

I risultati ottenuti dall’autore sono tali 
da incoraggiarlo a persistere; fra l’altro 
manca completamente la contrattura vesci- 
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cale che seguiva fatalmente la roentgen- 
terapia convenzionale. 


RESUMEN 


Se presenta un método para el trata- 
miento del cancer avanzado de vejiga y 
prostata, en el que se emplean simultanea- 
mente la inyeccién de fosfato crémico 
radiactivo en suspension coloidal y la tera- 
pia con bomba de cobalto. 

Este tratamiento mixto es bien tolerado 
por el paciente y no produce complica- 
ciones serias si se aplica de una forma 
adecuada. 

La reaccion de la piel a la radiaci6n es 
muy pequena, y las secuelas organicas 
generales también, a pesar de que la dosis 
del tumor sea muy elevada. 

Con el empleo simultaneo de los isétopos 
y la cobaltoterapia se aleanzan dosis tumor 
muy altas, y se puede aplicar esta dosis a 
los tejidos neoformados, sin que casi se 
afecten las zonas de alrrededor. Esto era 


imposible de lograr con los clasicos apa- 


ratos de radioterapia de 200 a 250 kilo- 
voltios. 

Los resultados inmediatos son esperan- 
zadores y lo suficientemente convincentes 
como para continual con esta técnica. 

Es sorprendente que después de la co- 
baltoterapia no aparece la tipica contrac- 
tura secundaria de la vejiga que se ve tan 
amenudo tras la radioterapia clasica, 
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HE purpose of this paper is to de- 

scribe the postmortem and surgical 

pathologic picture observed in pa- 
tients with complicated cerebral palsy, 
which may be defined as cerebral palsy 
associated with epilepsy, mental deficiency 
or both. The brains of 51 children with 
cerebral palsy thus complicated were stud- 
ied at craniotomy; of the 51, 5 came to 
autopsy, and the brains of these were 
examined postmortem, both grossly and 
microscopically. The cases of these 5 will 
be reported in some detail. 

Of the total of 51 craniotomized pa- 
tients, there were 49 in whom a unilateral 
cerebral venous angioma in the region of 
the sylvian fissure was observed. The 
angioma measured up to 214 inches 
(6.2 cm.) in its greatest diameter, was 
always located in the region of the syl- 
vian fissure and assumed various shapes. 
One of the remaining 2 patients had a 
subarachnoid cyst compressing the fourth 
ventricle, and the other showed premature 
closing of the fontanels. A subarachnoid 
cyst with a venous angioma over the left 
sylvian fissure was observed in 1 case. 

Bilateral craniotomy was performed in 
3 cases. The angioma was present on one 
side only, usually the left. (This was also 
observed in the 5 postmortem examina- 
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Fifty-one children with compli- 
cated cerebral palsy underwent 
craniotomy. Cerebral venous angi- 
cma of the sylvian fissure was ob- 
served unilaterally in 49. The 
remaining 2 patients showed, respec- 
tively, a subarachnoid cyst com- 
pressing the fourth ventricle and 
premature closure of the fontanels. 

Five cases of complicated cerebral 
palsy are reported in detail. The ages 
of the patients ranged from 9¥2 
months to 72 years. All were exam- 
ined postmortem, and in 4 the afore- 
mentioned unilateral cerebral angio- 
ma near the sylvian fissure was ob- 
served. These observations were 
consistent in the 51 craniotomized 
patients. Specimens from the affected 
side were examined from the frontal, 
parietal, occipital and cerebellar as- 
pects. There was no evidence of 
porencephaly. These observations 
convince the author that venous an- 
gioma in the regicn of the sylvian 
fissure tends to cause changes in the 
encephalon that may be, to some 
extent, reversible; therefore surgical 
removal of the pathologic tissue 
should give the child a chance for 
recovery. Improvement in some re- 
spects was noted in all children who 
survived. 

















Cc 

Fig. 1 (Case 1).—A, massive angioma (see text). 
B, opposite side of brain, devoid of angioma. C, 
photograph showing deep connections of angioma. 
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tions.) The other side usually showed con- 
gestion of the brain and some arachnoid- 
itis. 

The patients in the following 5 cases 
came to postmortem examination. 


REPORT OF CASES 


CASE 1.—P. J. S., a boy aged 21% years, had 
had attacks of laryngeal spasm and choking 
since he was 9 months old. He was rigid in all 
four limbs. He could not hold his head up or 
sit up without support. He was aphasic, epi- 
leptic, quadriplegic and mentally retarded. 
Suboccipital craniotomy revealed a large sub- 
arachnoid cyst compressing the fourth ven- 
tricle and the cerebellum. 

The child did well after operation; he was 
more alert and could swallow better. The rig- 
idity was markedly diminished. A _ respira- 
tory infection developed on the third post- 
operative day and an allergic rash on the day 
after penicillin therapy was instituted. He died 
on the sixth postoperative day. Postmortem 
examination revealed the cause of death to be 
bronchopneumonia. 

Brain.—Grossly there was no abnormality 
except in the cerebellar region. There were 
changes due to compression of the cerebellum 
by the cyst. 

Microscopic examination revealed the fron- 
tal, parietal and occipital lobes to be within 
normal limits. The cerebellar tissue was ab- 
normal in that the cellular content, especially 
in the granular layers, showed cell degenera- 
tion and chronic inflammatory changes (Fig. 1, 
A, B and C). 

CASE 2.—A. G. T., a boy aged 914 months, 
had been born prematurely in a breech deliv- 
ery (?) by forceps. He “collapsed” the same 
night and was transferred to another hospital, 
where a diagnosis of intracranial hemorrhage 
and pneumonia was made. At 914 months the 
baby could not sit up. The skull was slightly 
smaller than normal. The fontanels were 
closed. There was paralysis of the left arm. 
Right craniotomy, performed on Oct. 27, 1953, 
revealed massive angiomatous vessels in and 
about the sylvian fissure. These were cauter- 
ized. The skull was full of venous sinuses. On 
October 28 reoperation was performed for 
bleeding from the bed of the cauterized .angi- 
oma. The baby died about four days after the 
operation, the anatomic cause being cerebral 
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Fig. 3.—A, secondary hemorrhage in region of 

removal of angioma. B and C, site of secondary 
hemorrhage. 


edema. The cortex and ventricles were grossly 
normal (Fig. 2, A and B). 
CASE 3.—R. V., a boy aged 3 years, had a 
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history of umbilical hernia, which had healed 
spontaneously; a right inguinal hernia, which 
became strangulated when he was 6 months 
old; pneumonia at the age of 1 year; severe 
dehydration at the same age, and an infection 
of the upper part of the respiratory tract, with 
hyperthermia, at the age of 2 years. His birth 
was premature and his birth weight 4 pounds 
and 5 ounces (1,956 Gm.). He was jaundiced 
for a short time and vomited excessively. All 
four limbs were spastic, the condition being 
most pronounced in the left arm. He could not 
swallow solid foods, could not sit up and was 
aphasic and mentally defective, but he could 
recognize his parents and watch television 
programs. 

Right craniotomy revealed cerebral venous 
angioma of the region of the left sylvian fis- 
sure, and this was removed by electrocautery. 

Postmortem Observations. — Autopsy re- 
vealed (a) cerebral edema; (b) intussuscep- 
tion of the small bowel, and (c) pneumonia. 
The brain was grossly normal. Microscopic 
examination showed the frontal, parietal, oc- 
cipital and cerebellar tissue to be within nor- 
mal limits (Fig. 2, C and D). 

CASE 4.—M. L., a girl aged 2 years and 9 
months, had been unable to take the breast at 


birth. Projectile vomiting occurred shortly 


after birth. The child still vomits. She was 
able to drag herself across the floor but 
showed quadriparesis, more marked on the 
right than on the left. The electroencephalo- 
gram was normal. A diagnosis of cerebral 
palsy with mental retardation had been made 
at another center. This was in agreement with 
my opinion, except that the child also had defi- 
nite petit mal. 

Left Craniotomy.—Exploration revealed a 
venous angioma in the region of the sylvian 
fissure, which was removed by electrocautery. 
Pneumonia developed at home, and the child 
was returned to the hospital, where she died 
the next day, seventeen days after the opera- 
tion. Postmortem examination revealed the 
cause of death to be bronchopneumonia. Gross 
and microscopic examination of the brain 
showed no abnormalities (Fig. 2, EF and F). 

CASE 5.—F. A. L., a white boy aged 71% 
years, had been born in forced labor because 
he was thought to be “‘past due.” The umbili- 
cal cord was pinched at the pelvic brim, and 
version was done. The baby was in an oxygen 
tent for one week and was fed by tube. At 
the age of 714 the child drooled saliva, showed 
stertorous breathing, could not sit up, was 
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aphasic and mentally deficient and was spastic 
in all four limbs, with some athetosis. He used 
the right hand better than the left. The clin- 
ical impression was that of cerebral palsy in 
all four limbs, with athetosis, epilepsy and a 
mental defect. 

Right Craniotomy.—This procedure revealed 
an arteriovenous angioma in the region of the 
sylvian fissure. It was removed by electro- 
cautery. 

Postoperative Course.—The child died at 
home twelve days after the operation. 

Postmortem Examination. — Autopsy re- 

‘vealed the cause of death as secondary cere- 
bral hemorrhage into the operative site. The 
hemorrhagic area was 4.5 cm. in its largest 
diameter (Fig. 2, G and A). 

Microscopic Investigation—This was car- 
ried out at an institution in another state, and 
the slides were not available at the writing 
of this report. Most of the reported observa- 
tions were typical of those noted in the brain 
after surgical intervention followed by second- 
ary hemorrhage. 


COMMENT 


In 5 cases of cerebral palsy complicated 


by epilepsy or mental deficiency, or both, 
the patients came to autopsy. Operation 
on these patients revealed a unilateral 
cerebral venous angioma to be present in 
the region of the sylvian fissure in 4 out 


of the 5 cases. Subsequent investigations 
have shown that these observations were 
consistent in the cases of complicated cere- 
bral palsy. Of 51 patients who underwent 
craniotomy, each of 49 children had a uni- 
lateral angioma in the region of the sylvian 
fissure. One child showed a subarachnoid 
cyst of the posterior fossa blocking the 
fourth ventricle and compressing the cere- 
bellum; 1 showed premature closure of the 
fontanels, and 1 showed a subarachnoid 
cyst with an angioma in the region of the 
sylvian fissure. 

Gross and microscopic examinations of 
the brain were described in 4 children who 
came to postmortem examination after 
surgical treatment. The fifth brain showed 
massive secondary hemorrhage in the 
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region of the postoperative site. In 1 case 
the brain showed compression changes in 
the cerebellar tissue; this was the case in 
which there was a cyst of the posterior 
fossa. In 4 cases all brain tissue was 
within normal limits on microscopic exam- 
ination. Specimens were examined from 
the frontal, parietal, occipital and cere- 
bellar regions on the side where pathologic 
change had been observed at surgical ex- 
ploration. 

There was no evidence, either gross or 
microscopic, of porencephaly in these 
brains, nor was any other marked abnor- 
mality detected grossly or microscopically 
(Fig. 3). 

These findings show that the pathologic 
condition revealed at operation, venous 
angioma in the region of the sylvian fis- 
sure, tends to cause changes in the telen- 
cephalon that may be to some extent 
reversible, and that removal of this patho- 
logic tissue at operation will give the 
child a chance for recovery. This indeed 
proved to be the case with all the surviving 
patients. 

Forty-six children survived the opera- 
tion, and all improved. Some improved 
slowly and only in small things, such as 
heightened muscle control and muscle pow- 
er and diminished spasticity. All who had 
difficulty in swallowing and _ breathing 
overcame these difficulties. All who had 
amblyopia showed some improvement. 
Spasticity was always diminished, and so 
was athetosis. Epilepsy never returned 
in the majority of children and was defi- 
nitely diminished in others, with the aid 
of analeptic medication. Strabismus was 
lessened or completely gone after the 
operation. Drooling was diminished in 
most cases. 

Mental status was improved so that in 
some cases the children began to say 
words, became playful and showed signs 
of active intelligence. At the time of 
writing, some children are beginning to 
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walk who could not sit up by themselves 
before operation. About thirty months 
have passed since the first child was oper- 
ated upon. Within this short period of 
time all have shown some progress, and 
some have shown remarkable progress; 1 
or 2 are at their normal grade level at 
school. 

It can be concluded, therefore, that 
complicated cerebral palsy is a definite 
entity. Each patient offers an individual 
problem, and the extent or recovery can- 
not be forecast, since gross and micro- 
scopic investigations do not show evidence 
of detectable pathologic change except for 
the sylvian angioma. Recovery, in part or 
in great part, is possible, and a positive 
attitude should be adopted with these 
children. 

The angioma seems to be formed as a 
result of neonatal bleeding into the sub- 
pial, subarachnoid and subdural layers. 

Schwartz? has demonstrated conclu- 
sively the incidence of neonatal bleeding 
as the cause of cerebral palsy. Evidence 
of dense dural, arachnoid or pial adhe- 
sions and scar formation is commonly 
detected in the region of the angioma. The 
functional deficiency in the brain, to my 
mind, is caused by hyroxia, which is over- 
come when the adhesions and angioma are 
removed. This leads one to the premise 
set forth by William Sharpe,* that good 
obstetrics and spinal puncture in “sus- 
picious cases” at birth or shortly there- 
after are the best prophylactic for 
measures against cerebral palsy. Any 
newborn child that shows signs of cyano- 
sis, stupor, muscle twitching, inability to 
suck, rigidity of the neck, bulging fon- 
tanels or excessive crying should undergo 
spinal puncture. If blood is present in 
the cerebrospinal fluid, the puncture 
should be repeated every twelve hours 
until the fluid is clear. 

The pathologic picture and the surgi- 
cal observations and results lead to the 
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conclusion that active prophylaxis and 
surgical treatment would decidedly lower 
the incidence of cerebral palsy and the 
incapacities associated with it. 

In order to demonstrate the angioma, it 
is advisable to open the skull and dura 
mater at the lowest angle of the sylvian 
fissure. Postmortem changes may make 
the angioma less obvious; it is best, there- 
fore, to freeze the head and its contents 
immediately after death. 

Author’s Note: The photographs and pathologic 
report of Case 5 are included through the cour- 
tesy of the Oakwood Hospital Pathology Depart- 
ment. The microscopic sections were prepared by 


the Neuropathology Department, Bellevue Hos- 
pital, Dr. Feigen, Director. 


ZUSAM MENFASSUNG 


An 51 Patienten mit komplizierter Ge- 
hirnlahmung wurde eine Eréffnung des 
Schiidels vorgenommen. In 49 Fallen 
wurde ein einseitiges vendses Angiom des 
Gehirns in der Gegend der Fissura Sylvii 
beobachtet. Von den beiden iibrigen Pa- 
tienten zeigte einer eine den _ vierten 
Ventrikel zusammendriickende subarach- 
noidale Zyste und der andere einen vor- 
zeitigen Verschluss der Fontanellen. 

Uber fiinf Fille von durch Epilepsie 
oder Geistesstérungen oder beides kom- 
plizierter zentraler Lahmung wird aus- 
fiihrlich berichtet. Das Alter der Kran- 
ken schwankte zwischen 914 Monaten bis 
zu 714 Jahren. In allen Fallen fand eine 
Obduktion statt, und in vier von diesen 
kam das oben erwadhnte einseitige Hirn- 
angiom in der Nahe der Fissura Sylvii 
zur Beobachtung. Anschliessende Unter- 
suchungen ergaben, dass diese Beobach- 
tungen sich mit den Befunden an den 51 
mit Eréffnung des Schadels behandelten 
Kranken in Einklang bringen liessen. 
Probestiicke aus der Gegend des Frontal- 
lappens, des Parietallappens, des Hinter- 
hauptlappens und des Kleinhirns der be- 
fallen Seite wurden _ untersucht, Es 
bestanden keine Anzeichen von Hodhlen- 
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bildung im Gehirn. Der Verfasser glaubt, 
dass diese Beobachtungen darauf_hin- 
weisen, dass das venése Angiom in der 
Gegend der Fissura Sylvii dazu neigt, 
Hirnveranderungen hervorzurufen, die 
bis zu einem gewissen Grade reversibel 
sind; infolgedessen sollte dem Kind die 
Moglichkeit einer Wiederherstellung durch 
operative Entfernung des krankhaften 
Gewebes geboten werden. Bei allen Kin- 
dern, die die Operation iiberlebten, liess 
sich eine Besserung in verschiedener Hin- 
sicht feststellen. 


RESUME 


Présentation de 51 cas de craniotomie 
pour paralysie cérébrale avec complica- 
tions: angiome cérébral veineux unilaté- 
ral au niveau de la scissure de Sylvius 
dans 49 cas; les deux cas restants présen- 
taient respectivement a) un kyste suba- 
rachnoidien comprimant le IVe_ ventri- 
cule; b) une fermeture prématurée des 
fontanelles. 

Cing cas de paralysie cérébrale compli- 
quée d’épilepsie ou de troubles mentaux 
(ou les deux a Ja fois) sont décrits. Il 
s’agit de jeunes malades de 9 mois 14 a 
7 ans 14. Un examen post-mortem a été 
pratiqué dans tous les cas; dans 4 cas on 
a noté la présence d’un angiome cérébral 
unilatéral au niveau de la scissure de Syl- 
vius. Des examens ultérieurs ont montré 
que les observations faites étaient con- 
cordantes dans la série de 51 cas traités 
par craniotomie. Des spécimens du cdté 
traité ont éeé examinés au point de vue 
frontal, pariétal, occipital et cérébelleux. 
Pas d’évidence de porencéphalite. Selon 
auteur ces observations indiquent que 
l’angiome veineux situé dans la région de 
la scissure de Sylvius tend a provoquer 
des modifications dans l’encéphale qui, 
jusqu’a un certain degré, peuvent étre 
réversibles; c’est pourquoi |’extirpation du 
tissu pathologique au moment de |’opéra- 
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tion devrait donner a l’enfant une chance 
de guérison. Une certaine amélioration a 
été notée chez tous les enfants survivants. 


RIASSUNTO 


Vennero sottoposti alla craniotomia 51 
pazienti con paralisi cerebrale complicata ; 
in 49 di essi si trovO un angioma venosa 
nella regione della fessura silviana, mentre 
negli altri 2 si trovarono, rispettivamente, 
una cisti subaracnoidea comprimente il 
quarto ventricolo e una chiusura precoce 
delle fontanelle. 

Rengono riferiti dettagliatamente 5 
casi, in cui la paralisi cerebrale era com- 
plicata da epilessia o da disturbi mentali; 
la loro eta variava da 9 mesi a 5 anni e 
mezzo. Tutti furono esaminati autoptica- 
mente e in 4 di essi si trovo l’angioma 
unilaterale descritto sopra. Successive 
indagini dimostrarono che queste osserva- 
zioni corrispondevano a quelle dei 51 pa- 
zienti trattati con la craniotomia. I pezzi 
anatomici furono esaminati da ogni punto 
di vista; non vi erano segni di porence- 
falia. 

Secondo |’autore |’angioma venoso nella 
regione della fossa di Silvio tende a pro- 
durre delle modificazioni dell’encefalo che, 
almeno in parte, sono reversibili; l’aspor- 
tazione, pertanto, pud dare al bambino 
qualche probabilita di guarigione. In tutti 
gli operati che sopravvissero vi fu un 
miglioramento, 


RESUMEN 


Se trata en este trabajo de cincuenta y 
un enfermos con paralisis cerebral com- 
plicada sometidos a craneotomia. En 49 
casos se encontro un angioma venoso en 
la regién de la cisura silviana. En los 
otros dos casos se encontré respectiva- 
mente un quiste sobaracnoidéo compri- 
miendo el cuarto ventriculo un cierre pre- 
maturo de las fontanelas. 

Se describen detalladamente cinco casos 
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de paralisis cerebral complicada con epi- 
lepsia o defectos mentales. La edad de 
los enfermos -observados estaba compren- 
dida entre 9 meses y medio y 7 afios y 
medio. Todos estos casos fueron estudia- 
dos post-mortem y en cuatro de ellos se 
encontr6 el citado angioma en la vecindad 
de la cisura de Silvio. Investigaciones 
subsiguientes han demostrado la intima 
correlacion entre estos casos y los 51 tra- 
tados por craneotomia. Las piezas ana- 
témicas del lado afecto han sido estudiadas 
en cada una de las regiones frontal, pa- 
rieta, occipital y cerebrosa. Todas estas 
observaciones llevan al autor a la con- 
clusidn de que los citados angiomas son 
causa de degeneraciones cerebrales que 
por ser reversibles hacen que se pueda se 
perar un buen resultado de la extirpacién 
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del tejido patolégico. En todos los nifios 
operados que han sobrevivido se ha ob- 
servado una mejoria. 
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What then is the difference in intention between the man who discovered the 
mode of life suitable for the sick, who is called a physician and admitted to be a 
scientist, and him who, from the beginning, discovered the way to prepare the food 
we eat now instead of the former wild and animal-like diet? I can see no difference: 
the discovery is one and the same thing. The one sought to do away with those 
articles of diet which, on account of their savage and undiluted nature the human 
frame could not digest, and on which it could not remain healthy; the other dis- 
covered what a sick man could not digest in view of his particular malady. What 


difference is there save in the appearance, and that the one is more complicated 


and needs more study? Indeed, one is the forerunner of the other. 
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—Hippocrates 
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Laminectomy in Patients with Injuries 


of the Spinal Cord 


LONG BEACH, CALIFORNIA 


WIDE difference of opinion exists 
A concerning the indications for lam- 

inectomy in patients with recent 
closed traumatic lesions of the spinal cord. 
Some surgeons maintain that all acute in- 
juries of the cord require laminectomy; 
others, that there are relatively few indi- 
cations. 

After reviewing the results in the cases 
of 579 laminectomized and 279 nonlami- 
nectomized patients in a previous study, I 
concluded that the presence or absence of 
a spinal manometric block is a basic cri- 
terion upon which to operate.! 

The purpose of this paper is to compare 
the results of my first study to those ob- 
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The author presents a statistical 
study of the value of laminectomy in 
the treatment of patients with injuries 
of the spinal cord. He points out the 
difference of opinion on this topic 
and offers a basis for determining 
whether laminectomy is or is not in- 
dicated, namely, the presence or ab- 
sence of a spinal manometric block. 

Other features of the study are 
presented in tabular form, with gen- 
eral comments by the author. 
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tained with an additional 89 recently dis- 
charged patients. 

Comparison of Results —The degree of 
improvement, as presented in the tables, 
is as follows: as long as functional sensory 
or motor return was observed in two seg- 
ments or more, it was recorded as im- 
provement. 

The first study showed that 92 (16 per 
cent) of 579 laminectomized patients and 
80 (29 per cent) of 279 nonlaminectomized 
patients showed some improvement. The 
second study showed that 16 (25 per 
cent) of 64 laminectomized and 15 (60 
per cent) of 25 nonlaminectomized pa- 
tients showed some improvement. There- 
fore, a grand total of 108 (17 per cent) 
patients of 643 laminectomized patients 
and 95 (31 per cent) of 304 nonlaminec- 
tomized patients showed some improve- 
ment (Table 1). 

The first study showed that the order 
of improvement, according to vertebral 
level, for both the laminectomized and the 
nonlaminectomized patients was (1) lum- 
bar, (2) cervical and (3) thoracic. The 
second study showed the following order 
of improvement: (1) cervical, (2) lumbar 
and (3) thoracic. The order of improve- 
ment in the combined study was; (1) lum- 
bar, (2) cervical and (3) thoracic (Table 
2). 

In neither studies was there a single 
patient who improved in the presence of 
manometric block without laminectomy 
(Table 3). 

The first study showed that 1 per cent 
of the laminectomized patients and 6 per 
cent of the nonlaminectomized patients 
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TABLE 1.—Improvement with and without 


Laminectomy: Time Element 





With laminectomy 


1-12 hr. 
12-24 hr. 
24-48 hr. 
48-72 hr. 
3 days-1 wk. 
wk.-1 mo. 
mo.-3 mo. 
mo.-6 mo. 
> mo.-1 yr. 
Over 1 yr. 
Total 
Without 
laminectomy 


Total 


With laminectomy 


1-12 hr. 
12-24 hr. 
24-48 hr. 
48-72 hr. 
3 days-1 wk. 
1 wk.-1 mo. 
1 mo.3- mo. 
3 mo.-6 mo. 
6 mo.-1 yr. 
Over 1 yr. 
Total 
Without 
laminectomy 


Total 


With laminectomy 


1-12 hr. 
12-24 hr. 
24-48 hr. 
48-72 hr. 

3 days-1 wk. 
1 wk.-1 mo. 
1 mo.-38 mo. 
3 mo.-6 mo. 
6 mo.-1 yr. 
Over 1 yr. 


Total 
Without 
laminectomy 


Total 


First Study 


Total No. of 
Patients 


97 15 
86 12 
36 10 
22 6 
63 9 
125 25 
70 6 
37 5 
26 3 
17 1 
579 “92 
279 80 
858 


Second Study 


Total No. of 
Patients 


14 4 
15 2 
7 4 
6 3 
3 1 
7 0 
5 2 
4 0 
2 0 
0 0 
64 16 
25 15 
R9 


Combined Study 


Total No. of 
Paticnts 


111 19 
101 14 
43 14 
28 9 
66 10 
132 25 
75 8 
41 5 
29 3 
17 1 
643 108 
304 95 
947 


No. of 
Improved 


No. of 
Improved 


No. of 
Improved 


Per Cent 


Improved 


16 
14 
28 
27 
14 
20 


Per Cent 
Improved 


29 


13 


Per Cent 
Improved 


17 
14 
33 
32 
15 
19 
11 
12 
10 

6 
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were discharged walking without aids of 
any kind. The second study showed that 
none of the laminectomized and 8 per cent 
of the nonlaminectomized patients were 
discharged walking without aids of any 
kind. The combined study showed that 
1 per cent of the laminectomized and 6 per 
cent of the nonlaminectomized patients 
were discharged walking without aids of 
any kind (Table 4). 

Table 5 shows that 9 patients out of 89 
are ambulatory with prosthetic aids. Four 
of the 9 had been laminectomized and 
could walk for short distances with pros- 
thetic appliances, but for practical pur- 
poses wheelchairs were required. The re- 
maining 5 patients had not been laminec- 
tomized; 2 could walk without aids of any 
kind, 1 could walk with 2 Canadian 
crutches and two short leg braces, and 2 
could walk short distances (one with two 
canes, the other with a walker). For prac- 
tical purposes, however, the 2 last men- 
tioned required wheelchairs. 


COMMENT 


The results of the second, although 
smaller, study confirm those of the first 
study. 

It is my opinion that the absence of 
block, in general, indicates that the neu- 
ral structures are not being continuously 
seriously compressed, that maximum de- 
struction has already occurred and that 
nothing is to be gained by laminectomy. 
The presence of a block, however, remains 
an indication for decompressive interven- 
tion, because it offers the patient some 
chance of improvement. 

In both studies, patients with complete 
blocks and without laminectomy did not 
improve; only a relatively few of those 
with complete block, however, as a result 
of laminectomy; in other words, a number 
of patients with block have been laminec- 
tomized needlessly. This shows that no 
reliable method is available as yet for de- 
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TABLE 2.—Improvement with and without Laminectomy: Vertebral Level 














With Laminectomy First Study Without Laminectomy 
No. of No. Per Cent No. of No. Per Cent 
Patients Improved Improved Patients Improved Improved 
Cervical 61 12 20 115 36 31 
T 1-6 115 10 9 32 3 9 
T 7-12 285 32 iy 84 16 19 
Lumbar 118 38 32 48 25 52 
Total 579 92 16 279 80 29 
Second Study 
Cervical 24 10 42 i 13 76 
T 1-6 7 1 14 1 0 0 
T 7-12 21 2 6 4 1 25 
Lumbar 12 3 25 3 1 33 
Total 64 16 25 25 15 60 
Combined Study 
Cervical 85 22 26 132 49 37 
T 1-6 122 Ba 9 33 3 9 
T 7-12 306 34 11 88 17 19 
Lumbar 130 41 31 51 26 50 
Total 643 108 ah 304 95 31 





termining which patients with manometric 
block should not be laminectomized. The 
roentgen appearance of the vertebrae 
does not supply such a method. I have 
seen patients with excellent alignment 
and without neurologic improvement and 
others with improvement despite mal- 
alignment. 

In my opinion a progressive neurologic 
deficit indicates laminectomy and a pro- 
gressive neurologic recovery contraindi- 
cates it. Table 1 shows that laminectomy, 
when indicated, need not be done immedi- 
ately in all cases. In the first study, some 
patients benefited by operation delayed 
up to one year. Laminectomy after more 
than one year, however, had no practical 
value except when it was done exclusively 
for psychic reasons, at the patient’s spe- 
cific request. The conservative attitude 
toward immediate laminectomy serves a 
threefold purpose; 1. It provides time in 
which edema may recede and with it the 
manometric block that was present im- 
mediately after injury, making laminec- 
tomy unnecessary according to my crite- 
rion. Frequently, operative reports of 
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very early laminectomy reveal that there 
was “a sudden expulsion of the cord” 
when the dura was incised. The sudden 
release of pressure may have caused pro- 
lapse and destruction of what intact tracts 
may have remained after injury. 2. The 
physician can examine the patient thor- 
oughly for other complications such as in- 
jury to internal organs, damage to the 
brain or osseous fracture. 3. The prepara- 
tion of the patient for surgical treatment 
is improved by treating the systemic 
shock as against the spinal shock. 

Although the literature contains re- 
ports of early laminectomy for cervical le- 
sions without immediate operative deaths, 
one must not overlook the deaths occur- 
ring in the remote postoperative period 
from hemothorax, atelectasis, etc. Con- 
sidering how few remarkable results fol- 
low laminectomy in patients with cervical 
lesions and manometric blocks, I cannot 
condone immediate laminectomy for these 
patients. 

I have recently observed 2 patients with 
cervical lesions who lost normal voluntary 
control of the hands after laminectomy. 
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TABLE 3.—Relation of Manometric Evaluations 
and Improvement 





First Study* 


No. of Number Per Cent 
Patients Improved Improved 
Block 
Laminectomy 100 12 12 
No laminectomy 25 0 0 
No Block 
Laminectomy 21 6 29 
No laminectory 106 40 38 
Total 252 58 


*858 patients in study (252 manometric tests). 


Second Study** 


Block 
Laminectomy 19 3 16 
No laminectomy 4 0 0 
No Block 
Laminectomy 3 3 100 
No laminectomy 19 14 74 


Total 43 20 
**89 patients in study (43 manometric tests). 


Combined Studyt 


Block 
Laminectomy 119 15 13 
No laminectomy 27 0 0 
No Block 
Laminectomy 24 9 33 
No laminectomy 125 54 4: 
Total 295 78 


7947 patients in study (295 manometric tests). 





Scheibert has proposed that perhaps the 
mishap is not due to the operation but 
occurs during anesthesia when hyperexten- 
sion is used for endotracheal intubation.” 
His suggestion that local anesthesia be 
used for cervical laminectomy therefore 
seems well founded. 

Many patients arrive with a history of 
laminectomy performed while the patient 
was unconscious. The functional returns 
of these patients have not been remark- 
able; I cannot see the rationale of immedi- 
ate laminectomy, therefore, in the pres- 
ence of a state of unconsciousness. 

One must not imply from the forego- 
ing that time does not play a role. Once 
a decision has been reached to operate, the 
operation should be done immediately. Too 
often indications are based on emotions 
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rather than on scientific facts. A famil- 
iar and frequently heard suggestion is, 
“If we’re going to give this patient a 
chance to walk, he must have a laminec- 
tomy!” Yet, how many laminectomized 
patients ever walk (Tables 4 and 5)? 

In the first study I concluded that func- 
tional return was greatest in patients with 
lumbar lesions, since injuries of the cauda 
equina are similar to peripheral nerve le- 
sions. The second study, however, though 
admittedly smaller, indicates that more 
improvement occurred in the patients with 
cervical lesions. Perhaps this reversal of 
order of improvement can be explained by 
the fact that I was more critical in the 
second study, realizing that the functional 
return in patients with lumbar lesions, in 
most instances, was compatible with the 
very level of the injury. Table 5 shows 
that in the second study not a single pa- 
tient with a lumbar lesion walked without 
the use of aids, whereas 2 patients with 
cervical lesions did. These data from the 
second study are even more emphasized 
by those of the first study, which showed 
that patients with cervical lesions (lami- 
nectomized as well as nonlaminectomized) 
were discharged without aids of any kind 
in more instances than were those with 
lumbar lesions. 

Observation of patients who have under- 
gone repeated laminectomies have not been 
rewarding so far as functional return is 
concerned. Repeated operations on lesions 
of the cauda equina, done in order to im- 
prove ambulation, can be dangerous; I 
have observed patients who lost normal 
sensation and control of the urinary blad- 
der after the second intervention. Func- 
tion of the bladder is highly important, 





TABLE 4.—Ambulation without Aids 





With Without 
Laminectomy Laminectomy 


1st study 7/579, or 1% 16/279, or 6% 
2nd study 0/ 64, or 0% 2/ 25, or 8% 


Combined study 7/6438, or 1% 18/304, or 6% 
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TABLE 5.—Statistics on Ambulatory Patients of Second Study 











an af 5 
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3 W.O0: Ll Comp. Yes None None 1 L.L. (wheel chair) 
1 S.L. 
2 canes 
4A. P,P. “3 Inc. ? None None 1 S.L. (wheel chair) 
2 C.C. 
No laminectomy 
a. eG. C Comp. No Normal Normal No aids 
2.) Be. C Comp. No Normal Normal No aids 
3. W.H C Comp. No Near normal Near normal 2 canes (wheel chair) 
4. Re Cc Comp. No Near normal None Walker (wheel chair) 
> 8. G L4-5 Comp. ? Near normal None 2 C.C. 
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because the life span of this type of pa- 
tient is directly proportionate to the status 
of the urinary tract, assuming that all 
other systems are essentially normal.* Uro- 
logic considerations are more fully appre- 
ciated when one realizes that fewer than 
10 per cent of patients with injuries to the 
spinal cord have normal or nearly normal 
vesical sensation or control. 

Gross observations of the cord at opera- 
tion did not provide a reliable criterion 
with regard to functional prognosis un- 
less the cord had obviously been tran- 
sected. Many patients with a “normal- 
appearing cord” did not improve at all, 
while others with subtotal lesions became 
somewhat better. The surgeon must be 
cautious, therefore, in discussing the prog- 
nosis for functional recovery. 

Tract conducting tactile sensibility re- 
covered most frequently. Recovery of 
pain and temperature sensation came next. 
Poorest was the return of motor function. 

Although I follow the aforedescribed 
indication for laminectomy, I realize that 
no two cases of injury to the spinal are 


alike, and this is considered before a 
final decision is made for or against 
laminectomy. The age of the patient, the 
lapse of time since injury, the cause of 
injury, the roentgen, manometric and 
psychic factors and any coexistent com- 
plications are thoroughly studied, 


ZUSAM MENFASSUNG 


Der Verfasser berichtet iiber eine statis- 
tische Untersuchung des Wertes der La- 
minektomie bei der Behandlung von Kran- 
ken mit Riickenmarksverletzungen. Er 
weist auf die hier bestehenden Meinungs- 
verschiedenheiten hin und schlagt als 
Grundlage zur Bestimmung, ob eine 
Laminektomie angezeigt ist oder nicht, das 
Bestehen oder Fehlen einer manometrisch 
nachweisbaren Blockierung des Wirbel- 
kanals vor. 

Andere Ergebnisse dieser Untersuchung 
werden in tabellarischer Form mit allge- 
meinen Anmerkungen des Verfassers dar- 
gestellt. 
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RESUME 


L’auteur présente une étude statistique 
sur la valeur de la laminectomie dans les 
lésions de la moélle épiniére. I] rappelle 
les divergences d’opinion dont elle fait 
l’objet, et propose une base de détermina- 
tion pour son indication, constituée par la 
présence ou l’absence de blocage spinal 
manométrique. 

Certaines caractéristiques ressortant de 
cette étude sont également présentées et 
commentées (statistiques sous forme de 
tableaux). 


RESUMEN 


I] autor presenta un estudio estadistico 
del tratamiento de traumatismos de la mé- 
dula espinal por la laminectomia. Sefiala 
que hay divergencias sobre este trata- 
miento, y toma como base, para indicar 0 
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no la laminectomia, la presencia 0 ausencia 
de bloqueo manométrico espinal. 


SUMARIO 


Apresenta uma estatistica do valor da 
laminectomia nas lesdes da medula. Esta- 
belece as diferencas de opiniao e fornece as 
bases para determinar quando a laminec- 
tomia é ou nao indicada, principamente 
em presen¢a ou auséncia de bloqueio mano- 
metrico. 
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Many patients with high blood-pressure live for years entirely free from any 
symptoms of the disorder and discover it only by accident, when a physician ex- 
amines them for some other ailment or after application for life insurance. If 
it were not for its complications, high blood-pressure in certain individuals might 
be quite desirable. Many powerful men of affairs have high blood-pressure, and 
their dynamic personalities seem to require a high pressure to maintain the tension 
under which they work. Unfortunately, however, Nature, who has presented these 
persons with the gift of power, demands her toll. As the years roll by, the arteries 
which have been constantly under the increased strain of the high pressure begin to 
thicken and then to harden, and in time the patient has a well-developed hardening 


of the arteries. 
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ALSTED in 1894 defined radical 
H mastectomy and stimulated its ac- 
ceptance as the best method of 
treatment for operable carcinoma of the 
breast. With the contributions of Meyer 
and Handley, it has remained as the stand- 
ard method of treatment for more than 
forty years. 

Recently the pendulum has been swing- 
ing back and forth from this standard of 
treatment. On the one extreme there is a 
small but increasing number of physicians 
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Earlier and current methods of 
treatment for carcinoma of the breast 
are discussed briefly, and statistics 
on bilateral mammary carcinoma 
are reviewed. In the author's opin- 
ion, removal of the contralateral 
breast by simple mastectomy when 
the cther is removed for carcinoma is 
justified and is to be recommended 
as a prophylactic procedure. Iie is 
convinced that the use of this proce- 
dure might well reduce the mortality 
rate of mammary carcinoma. 














who have serious doubts, with regard to 
mammary carcinoma, about the superior- 
ity of any type of treatment over total 
neglect. On the other extreme are those 
who advocate more extensive local, re- 
gional and endocrine surgical treatment 
and more intensive radiotherapy, endo- 
crine therapy, chemotherapy, etc. 

Reports by Park and Lees, McKinnon, 
and Phillips and Owchar seem to indicate 
that treatment has failed to make any im- 
pression on the mortality rate of mam- 
mary carcinoma. In recent articles 
Schwartz and Crile Jr. both point out that 
certain forms of treatment may even do 
harm by reducing host resistance. These 
reports would seem to support, at least 
in part, those who advocate total neglect, 
with reliance on the host resistance. 

The type of surgical intervention ad- 
vised goes from the extreme of limited 
surgical measures (simple mastectomy 
and postoperative radiotherapy as advo- 
cated by McWhirter) to the other extreme 
of extensive operation as advocated by 
Urban, who resects the internal mammary 
chain in continuity with the classic radi- 
cal mastectomy, and the even more exten- 
sive surgical approach of Wangensteen, 
who dissects the neck, the internal mam- 
mary chain, and the mediastinum, in addi- 
tion to performing radical mastectomy. 
Haagensen has advocated radical mastec- 
tomy as the treatment of choice but in his 
opinion it should be performed only on pa- 
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tients who answer rigid criteria of opera- 
bility including the triple biopsies, of the 
mammary lesion, the internal mammary 
nodes and the axillary apical nodes, 

An excellent report of the results of 
endocrine therapy (estrogens, androgens 
and cortisone) and endocrine surgery 
(oophorectomy, adrenalectomy and hypo- 
physectomy) in producing remissions and 
thereby increasing the survival rate 
among patients with metastatic carcinoma 
of the breast has been given by Pearson 
and his associates. The use of chemo- 
therapy and immunization in the treat- 
ment of mammary carcinoma has been 
discussed by Black and Speer and by 
Schwartz. 

The results of radiotherapy for this le- 
sion have been carefully studied and re- 
ported upon by Saugmann-Jensen and 
Jacoby, Lenz, Sanders and Pool, Haagen- 
sen, Harrington, Taylor and others. The 
consensus would seem to be that it has 
little or no value as a preoperative pro- 
phylactic measure and that it increases 
the survival rate only very slightly when 
used postoperatively in operable cases. 
It is palliative, however, and will increase 
survival time in the inoperable cases and 
in those in which the tumor has recurred 
after mastectomy. 

Faced by these and other extremely var- 
ied opinions as to the proper method of 
treatment for carcinoma of the breast, 
many surgeons find themselves in a di- 
lemma. The purpose of this paper is not 
to discuss the merits of these various 
forms of treatment but rather to present 
arguments in favor of one of the least 
widely accepted and most infrequently 
tried procedures in the struggle to in- 
crease the rate of cure and/or the period 
of survival, namely, prophylactic removal 
of the contralateral breast by simple mas- 
tectomy when the other is removed for 
carcinoma. 

I have employed this technic concur- 
rently with or after removal of the other 
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breast by radical mastectomy in 15 cases 
of operable carcinoma. Bloodgood in 1921 
and Pack in 1951 recommended this proce- 
dure. Hubbard in 1953 advised prophylac- 
tic simple mastectomy of the opposite 
breast for patients with operable carci- 
noma who (a) have a family history of 
mammary carcinoma or (b) are premeno- 
pausal and desire to become pregnant. 

The cause of bilateral mammary carci- 
noma may be (1) a new primary malig- 
nant focus in the opposite breast or (2) 
a lymphatic spread to the second breast 
from the first. In addition, bilateral car- 
cinoma of the breast may be (1) simul- 
taneous (occurring in both breasts at the 
same time) or (2) nonsimultaneous (0c- 
curring in the second breast at a later 
date). 

Statistics on the incidence of bilateral 
mammary carcinoma are variable, and 
pathologists vary as regards criteria for 
detecting primary or metastatic carcinoma 
in the second breast. In reviewing many 
series, however, one is impressed with 
the fact that the average incidence of bi- 
lateral carcinoma of the breast is about 
7.5 to 10 per cent. This certainly is most 
significant, whether the carcinoma in the 
second breast is primary or metastatic or 
whether it is simultaneous or nonsimul- 
taneous. 

Pack reported that carcinoma of the 
contralateral breast developed _ subse- 
quently in 7.5 per cent of the patients in 
several series. Trevor estimated the in- 
cidence of bilateral mammary carcinoma 
at 8 to 10 per cent; McGill, at 7.5 to 10 
per cent. Fitts and Patterson reported a 
series in which 1.8 per cent of the pa- 
tients had simultaneous and 5.7 per cent 
nonsimultaneous bilateral carcinoma, a 
total of 7.5 per cent. Chase stated that 
in 2 per cent of cases the tumor is bilat- 
eral initially and will become bilateral 
in 5 per cent, a total of 7 per cent. Ina 
series of 275 consecutive patients with 
microscopically proved carcinoma of the 
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breast reported by Hubbard, 3 (1.09 per 
cent) had simultaneous bilateral. Of the 
remaining 272, 17, or 6.2 per cent, subse- 
quently had microscopically proved carci- 
noma in the other breast and clinically 
apparent but unbiopsied carcinoma of the 
opposite breast developed in 12, or 4.4 per 
cent, a total of 10.6 per cent. The incidence 
of combined simultaneous and nonsimul- 
taneous bilateral mammary carcinoma in 
the 275 cases was 11.6 per cent. Harring- 
ton, in reviewing 6,558 cases, recorded an 
incidence of 3.4 per cent for bilateral oper- 
able carcinoma and an equal percentage for 
inoperable lesions, a total of 6.8 per cent. 
Desaive reported an incidence of 3.2 per 
cent of metastatic carcinoma in the sec- 
ond breast; Hubbard, 4.4 per cent. Torok 
and Wittelshofer noted bilateral mammary 
carcinoma in 9 per cent, and Gross in 
12.5 per cent, in their respective autopsy 
series. Lawson reported 100 consecutive 
autopsy records of women with carcinoma 
of the breast and pointed out that carci- 
noma of the second breast had occurred 
in more than 21 per cent. 

The percentage of patients in whom 
carcinoma develops in the other breast 
would probably be still higher if the rate 
of cure following the initial operation 
were better. If only those women are con- 
sidered who live long enough for carci- 
noma in the fellow breast to become mani- 
fest and be detected, i.e., Stage I lesions 
which have a prolonged survival rate, then 
the incidence is probably much higher than 
the average of 7.5 to 10 per cent given 
in the foregoing overall statistics. 

The incidence of carcinoma developing 
in the remaining breast after the other 
has been removed for carcinoma is higher 
than in the population at large. Trevor 
stated that, after an initial mammary 
carcinoma has occurred, the chance that 
malignant change will take place in the 
other breast is more than doubled. He 
reported the incidence of this neoplasm 
in mature women as 4 per cent, and that 
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of carcinoma occurring in the remaining 
breast after removal of the first for ma- 
lignant disease as 8 to 10 per cent. Hub- 
bard reported an incidence of 5.8 cases 
per thousand cases of carcinoma of one 
breast in which nonsimultaneous carci- 
noma developed in the other breast, as 
compared with 0.84 cases per thousand in 
the population at large. 

The multicentric origin of malignant 
tumors in certain organs and tissues, 
such as the colon, ovary, oral mucosa, skin, 
peripheral nerve sheaths and cartilage, is 
an accepted phenomenon. It is now 
known that this can occur in one or both 
breasts as well as in these other organs 
and tissues. The remaining breast may 
very well harbor an unsuspected carci- 
noma. 

Pack stated that not infrequently in the 
removal of an apparently normal breast 
either in conjunction with or after removal 
of a carcinomatous opposite breast, an un- 
suspected focus of premalignant changes 
or early carcinoma is discovered in the sec- 
ond breast. In a series of 16 cases of pro- 
phylactic removal of the opposite asymp- 
tomatic breast in patients who had under- 
gone mastectomy for carcinoma of the 
other breast, performed at the University 
of Minnesota Hospitals and reported by 
Hubbard, 2 patients were observed to 
have unsuspected carcinoma. I have had 
2 such cases in 15 prophylactic removals of 
the second breast. 

It has been shown anatomically by Ger- 
ota and Rouviere that the lymphatics of 
the skin of the two mammary regions are 
continuous across the midline. Oelsner 
demonstrated lymphatic collecting trunks 
extending from one mammary region to 
the supraclavicular region of the oppo- 
site side. In view of these transmammary 
lymphatic pathways, there can be little 
doubt that a varying percentage of mam- 
mary carcinomas will metastasize across 
the midline to the opposite skin, breast, 
axilla or supraclavicular areas. 
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In addition to the linking of the two 
breasts by these lymphatic pathways, 
they should be considered as an anatomic 
system rather than as separate and unre- 
lated organs, because the same genetic 
and hormonal factors exist for both. By 
removing one breast’ for carcinoma one 
certainly does not remove the carcinogenic 
factors influential in producing the first 
lesion from exerting the same influence 
on the opposite breast. Except that local 
conditions in one breast may not be dupli- 
cated in the other, the same etiologic fac- 
tors in the development of a malignant 
tumor in one breast are conceivably active 
in the opposite breast. 

The removal of a contralateral paired 
organ such as the ovary, which is needed 
to serve an important function, is a rou- 
tine procedure when the other ovary 
shows malignant change. Admittedly, no 
gross hormonal changes have so far been 
detected after bilateral mastectomv, but 
as Lawson has stated, there is much evi- 
dence to show that the breasts play a role 
in 17-ketosteroid metabolism. The remain- 
ing breast may exert a definite influence on 
those mammary carcinomas that are hor- 
mone-dependent. Bilateral oophorectomy 
is certainly a much more disturbing sex- 
ual mutilation than bilateral mastectomy, 
yet removal of the contralateral breast, 
which at best can only serve as a ques- 
tionable badge of sexual enhancement and 
femininity, is not generally accepted. 

The validity of prophylactic removal of 
the contralateral breast when the other 
has been removed for carcinoma is prob- 
ably best supported by an increase in sur- 
vival statistics for bilateral mastectomy 
as compared to unilateral. The prognosis 
for the simultaneous type of mammary 
carcinoma is not good. Fortunately, it is 
much less common than the nonsimulta- 
neous. Harrington reported five-vear 
survival in 61.5 per cent of cases of bi- 
lateral simultaneous mammary carcinoma 
in patients without axillary metastases 
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but only 17.9 per cent for those with axil- 
lary metastases. In the more common 
nonsimultaneous group, however, the sur- 
vival rate is better than in patients with 
unilateral carcinoma. Harrington, in re- 
porting a series of 155 cases of nonsi- 
multaneous bilateral carcinoma of the 
breast noted that the prognosis was better 
than in cases of the unilateral lesion. 
Cliffton and Young recorded the _inci- 
dence of five-year survival in their series 
as 70 per cent for nonsimultaneous bilat- 
eral lesions, as compared to 54.9 per cent 
for unilateral carcinoma. Trevor stated 
that the five-year survival rate for the 
nonsimultaneous type frequently surpasses 
that for the unilateral type. Lawson, re- 
porting a series of 32 bilateral mastec- 
tomies, observed that removal of the op- 
posite breast materially improved the pe- 
riod of survival. He concluded that the 
mere presence of the remaining breast 
may deleteriously influence the course and 
progress of metastases. 

Removal of the opposite breast by sim- 
ple mastectomy in conjunction with or 
after a radical procedure for a carcinoma- 
tous first breast adds practically nothing 
to the postoperative mortality and mor- 
bidity rates, but it adds a great deal to 
the mental and physical comfort of the 
patient. Fear that carcinoma will develop 
in the remaining breast is removed. 
Symmetry is established, and with this the 
patient no longer feels unbalanced and 
has much greater ease in her dressing 
and movements. She is no longer forced 
to wear a prosthetic device, which at best 
is cumbersome and uncomfortable, in a 
hopeless attempt to match the remaining 
breast. Instead, she can wear a built-up 
strapless brassiere that often enhances, 
rather than detracts from, her appearance. 
The majority of the patients in my small 
series of 15 cases of prophylactic removal 
of the opposite breast by simple mastec- 
tomy had the second breast removed at a 
later date, rather than in conjunction with 
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the radical procedure for the carcinoma- 
tous first breast. Because of this, they 
have an excellent basis for comparison. All 
are happier and more comfortable now 
than they were before removal of the sec- 
ond breast; in addition, 2 proved to have 
unsuspected carcinoma in the remaining 
breast. No other conclusions can be drawn 
at present, because of the small number of 
cases and the relatively short period of 
follow-up. 

Despite arguments in favor of bilat- 
eral mastectomy, the procedure is poor- 
ly accepted by both physicians and pa- 
tients. Only a few patients will accept 
prophylactic simple mastectomy of the 
contralateral breast at the time of planned 
radical mastectomy for carcinoma of the 
other breast, but a considerable number 
will accept it at a later date. Public edu- 
cation as to the advantages of bilateral 
mastectomy may increase the acceptance 
of this procedure and possibly provide a 
means of reducing the mortality rate asso- 
ciated with carcinoma of the breast. 


ZUSAM MENFASSUNG 


Friihere und gegenwartige Formen der 
Behandlung des Brustdriisenkrebses wer- 
den kurz besprochen, und Statistiken iiber 
doppelseitigen Brustdriisenkrebs werden 
untersucht. Fernerhin werden die Griinde 
dargestellt, die zugunsten einer doppel- 
seitigen Brustdriisenresektion sprechen, 
die méglicherweise zur Herabsetzung der 
Sterblichkeitsquote beim Brustdriisenkrebs 
beitragen kann. 


RESUMEN 


Se glosa brevemente el tratamiento del 
cancer de mama, en el pasado y en la 
actualidad, y se revisan estadisticas. Se 
argumenta la conveniencia de la mastecto- 
mia bilateral para reducir la alta morta- 
lidad del tumor de mama. 
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RESUME 


Bref exposé sur les traitements classi- 
ques et modernes du carcinome du sein; 
statistiques sur le carcinome bilatéral, et 
présentation d’arguments en faveur de la 
mastectomie bilatérale comme moyen pos- 
sible de diminution du taux de mortalité 
dans cette affection. 


SUMARIO 


Discute brevemente a terapeutica pas- 
sada e atual do carcinoma da mama, ana- 
liza a estatistica do ca. mamario bilateral 
com apresentacéo de argumentos em favor 
da mastectomia bilateral como meio de 
reduzir a mortalidade. 
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For centuries the blood was thought to be a homogeneous red fluid filled with 
mysterious vital spirits, capable of much good and of equally great harm. So it 
was logical, perhaps, that some of the early natural philosophers injected this vital 
fluid into different animals just to see what would happen. 

Samuel Pepys, the immortal author of Pepys’s Diary, was one of those inquisitive 
souls interested in these experiments. Pepys owes his fame to his inimitable accounts 
of the people and events of his time. It should be stressed, however, that he belongs 
to science as well as to literature, for he was one of the founders of that learned 
body the Royal Society, a membership in which is still the most coveted prize of 
the scientific Briton. Pepys’s comments on the science of his day are no less re- 
markable or interesting than his more widely quoted flirtations with his wife’s maid, 
his drinking-bouts, and his comments on the various sermons he heard or slept 


through regularly on the Sabbath. 
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HE scientific history of radioactive 
D tseome is of comparatively recent 

origin. With the advent of the in- 
credibly devastating power of nuclear 
weapons and the grim prospect of being 
blasted to eternity, the world has cast a 
collectively quizzical and apprehensive eye 
on scientific development. Swift catas- 
trophic attacks similar to the insidious and 
barbarously treacherous Pearl Harbor as- 
sault have stirred all nations to step up 
preparations designed to resist havoc-laden 
airborne onslaught, and through new ap- 
proaches to create efficacious technics of 
defense. All are therefore very much con- 
cerned with everything pertaining to the 
handling of mass ocular casualties in the 
Henry Holland Mission Eye Hospital at 
Shikarpur in West Pakistan. This hos- 
pital has been progressively developed 
since 1909 and cares for hundreds of pa- 
tients in January and February of each 
year. 

The present hospital may be described 
as follows: The hospital occupies four 
acres; the staff residence and camp is on 
a four acre tract. 

The staff residence consists of a bun- 
galow, a servants’ building and tents for 
the staff as needed until the bungalow is 
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The surgical treatment of diseases 
of the eye, including cataract, glau- 
coma, trichiasis, dacrocystitis and 
entropion complicating trachoma, at 
the Henry Holland Mission Eye Hos- 
pital at Shikarpur, West Pakistan, is 
described. Despite the fact that the 
surgeons work under many handi- 
caps and most of the elaborate mod- 
ern equipment available in large 
centers cannot be obtained, it has 
been observed that the number of 
operations with poor results is no 
greater than that recorded for simi- 
lar procedures under so-called ideal 
conditions. The author describes the 
hospital itself, its organization and 
its working routine, as well as the 
technics employed for the various 
operations. 











completed. There are seven ward build- 
ings, each 130 feet long by 20 feet wide, 
with a verandah 9'% feet long in front 
of each bungalow. There are electric 
lights in the ward buildings, but no other 
utilities. The windows consist of inter- 
laced brick. The area behind each build- 
ing has seven latrines and cubicles, with 
a sewer leading to a main sewer and then 
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to a cesspool. A canteen with four store- 
rooms holds food for the patients. The 
food is weighed out and distributed twice 
daily. Patients in the six moslem wards 
have the food cooked for them in the main 
kitchen. The Hindus desire to cook their 
own food, so they receive rations only. 
The relatives of the patients cook their 
own food in the area in front of the ver- 
andah. Bronze pots, heated by dried 
cow-dung charcoal (a method typical of 
this part of the world), are utilized. The 
nursing personnel have two_ buildings 
measuring 20 by 120 feet. One side is for 
married personnel and the other for bach- 
elors. The married couples each have an 
apartment 12 by 12 feet. The bachelor 
quarters consist of one barracks with a 
kitchen. The hospital dhobie is also ac- 
commodated in the bachelor building. 


There are two other buildings. One is 
the outpatient building, which consists of 
one admitting room, one ophthalmic ex- 
amining room, one septic surgical room, 
one private examining room for general 
surgical patients, two latrines for the per- 
sonnel and a dispensary (a pharmacy 
where injections and medications are pre- 
pared). This room is 12 by 12 feet. There 
is an accessory ophthalmic dressing room, 
20 by 20 feet, for ambulatory patients, 
and there is a storeroom for optical equip- 
ment and supplies and ocular surgical in- 
struments. 


The method of feeding relatives of a 
patient consists of having a canteen just 
outside the hospital compound. A con- 
tractor pays rent for this concession and 
sells food to the relatives, who cook just 
outside the wards. The building for sur- 
gical operations contains four tables, two 
in each room, connected by a sterilizing 
room and recording station. Each wing is 
20 by 20 feet, and the corridor is 10 by 
10 feet. The hospital has a capacity of 
750, but this may be expanded to 1,000 
if necessary, or if unexpected disaster 
occurs. 
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The personnel consists of the following: 
1 surgical chief; 3 Church Missionary So- 
ciety surgeons; 1 American Mission sur- 
geon; 2 visiting American ophthalmic sur- 
geons; 1 surgical nurse, with 6 assistants; 
6 nursing sisters; 1 hospital manager and 
pharmacist; 1 pharmacist; 1 admission as- 
sistant, and 1 recorder. 

Of these, 3 persons are anesthetists. 
In addition, the nursing school is brought 
down from Quetta. They have a class of 
20 persons who assist with the work of 
the hospital and with the operations. 

The water is pumped by hand from 
wells to a tank, then piped to the building. 
In the case of the surgical staff bungalow, 
one pipe is diverted to a tank over two out- 
side fireplaces to supply hot water for four 
bathtubs. A fireplace in the sitting room 
and a wood stove in the kitchen are uti- 
lized. The spectacles issued to patients 
are of four types: +9.00; +10.00; +11.00, 
and +12.00. The patient is permitted to 
buy the type that suits him best. 

An example of substitution is the meth- 
od employed for general anesthesia. Drop 
chloroform is given first, with the use of 
a face mask. Intubation is carried out. 
The rubber tube is then connected to an 
ordinary enamel kitchen funnel. This is 
covered with a small Turkish face cloth, 
upon which chloroform is again dropped. 

The technics of the more common oc- 
ular operations performed at Shikarpur 
have been improved. Preoperative medi- 
cation consists of two multivitamin tab- 
lets; two tablets of barbitone, and 50 mg. 
of Largactil (chlorpromazine or thora- 
zine). Nupercaine 1:400 is then instilled 
into the eyes, and the intraocular pressure 
is measured. Irrigation of the eye sockets 
with 1:2,000 mercury bichloride solution 
follows. Injection of Nupercaine 1-500 by 
the O’Brien method, for akinesia, and Nu- 
percaine 1 :2,000 as a retrobulbar injection 
is routine. ; 

The technic of operation for cataract 
is as follows: A Von Graefe incision is 
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made and iridectomy performed. The Ar- 
ruga forceps is used in intracapsular ex- 
traction, or capsulotomy, by various meth- 
ods, and in extracapsular extraction. An 
upper lid suture is always inserted. Some- 
times a superior rectus suture is inserted, 
but only when it is considered necessary. 

The usual glaucoma operation is an iri- 
dencleisis and is performed as follows, 
after the induction of anesthesia: An 
incision is made with a cataract knife into 
the anterior chamber, with a bridge con- 
junctival flap. The iris is grasped, iri- 
dencleisis is performed, and the conjunc- 
tiva is smoothed over the iris. 

When both eyes require operation for 
cataract or both require iridencleisis, the 
two operations are performed at the same 
session. Optical iridectomy for leukoma 
is another frequent operation. 

Many operations are performed for 
trichiasis. The Holland modification of the 
operation of Hotz and Anagnostakis for 
trichiasis and entropion complicating 
trachoma is used, and is performed as 
follows: A lid plate is inserted to protect 
the eyeball. An incision is made through 
the skin of the upper lid, about 4 mm. from 
the lid margin and a section of the tarsus 
and some of the fibers of the palpebral 
portion of the orbicularis oculi removed. 
Three double-armed sutures are then in- 
serted from above downward; through 
the skin above the incision, through the 
tarsus, and through the lid border, where 
the sutures are tied over small beads. The 
ends of the sutures are left long and are 
brought back to the forehead and held in 
place by a strip of adhesive plaster. This 
permits the incision to heal with the upper 
lid in an everted position. A Buller’s 
shield or other eye patch is applied. 

The usual operation performed for 
dacryocystitis is the Holland modification 
of Summerskill’s dacryocystorhinostomy. 
This operation may be performed with 
either general or local anesthesia. If 
local anesthesia is used, the anesthetic is 
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given in the following manner: The nasal 
cavity on the appropriate side is packed 
with gauze soaked with a solution of Nu- 
percaine hydrochloride 1 per cent and 
epinephrine 1:1,000 in equal parts, ten 
minutes before the operation. Then local 
infiltration anesthesia, combined with 
block of the nasolacrimal nerve fibers in 
the medial wall of the orbit, is induced. 
Nupercaine 1:2,000 or xylocaine 0.5 per 
cent with 1:100,000 epinephrine is used. 
A vertical incision is made 3 mm. medial 
to the inner canthus. The skin and the 
orbicularis muscle are retracted. Of 
course, if the operation is performed on a 
child, intratracheal chloroform anesthesia 
is used. The tissues around the sac are 
then infiltrated with 1:2,000 Nupercaine 
combined with 1:1,000 epinephrine solu- 
tion in order to achieve hemostasis. This 
is done after the patient is anesthetized 
and four or five minutes before the op- 
eration is begun. The lacrimal fascia 
is incised off the sac, which is then opened 
and its mucoid or mucopurulent contents 
swabbed out. A trocar and cannula of 
suitable size are passed through the lower 
end of the medial wall of the sac and on 
through the lacrimal bone into the nasal 
cavity, in one motion. The instrument is 
then removed, and a piece of polyethylene 
tubing, mounted on a simple introducer, 
is passed through the hole so that the lip 
of the tube rests firmly against the medial 
wall of the sac. The tube must fit snugly 
and the introducer loosely, so that it will 
not pull the tube out with it on with- 
drawal. The cause of failure in this op- 
eration has sometimes teen that the intro- 
ducer was fitted too tightly into the tube, 
so that the tube was partially withdrawn 
with the introducer. Thus, in time, the 
tube came to lie in the cavity of the sac 
and the opening of the nose closed. The 
position of the tube in the sac is always 
verified by inspection, and the patency of 
the fistula into the middle nasal meatus of 
the nose is tested by inserting a probe 
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through it. The sac itself is not stitched. 
The edges of the skin are accurately sewn 
together with interrupted cotton sutures. 
A firm pad and bandage are applied. The 
dressing is changed every two days. The 
sutures are removed on the sixth day after 
the operation. 

In these various operations, an assistant 
holds an electric light over the eye to be 
operated upon. All instruments are boiled, 
cutting as well as non-cutting. In the mat- 
ter of preoperative preparation, it has 
been the experience of this clinic that con- 
junctivitis, dacryocystitis and pyorrhea 
are contraindications to cataract extrac- 
tion, Trachoma unaccompanied by purulent 
conjunctivitis is not dangerous. All eyes 
are thoroughly irrigated with 1:2,000 
mercury bichloride solution immediately 
prior to the operation, and the contents 
of the meibomian glands are thoroughly 
squeezed out. The operative results have 
been just as good with trachoma patients. 
A glaucomatous eye with early cataract is 
handled as follows: An iridencleisis is per- 
formed at 6 o’clock, so that the regular 
iridectomy may be performed at 12 o’clock 
when the cataract extraction is finally 
performed. When the cataract knife is in- 
serted into the glaucomatous eye it is 
passed across the anterior chamber, and a 
bleb of aqueous fluid is permitted to form 
on the opposite side, under the conjunctiva, 
before the incision is completed through 
the conjunctiva on the opposite side. This 
enables the tension to be relieved gradu- 
ally, thus preventing dislocation of the 
lens. The extracapsular extraction is per- 
formed on one-eyed patients, patients of 
the plethoric type—that is, patients with 
large, bulging eyes—and patients with 
glaucomatous cataract. On all other pa- 
tients the intracapsular extraction is per- 
formed. If the lens becomes dislocated 
after incision, the operation is frequently 
completed by a regular Smith type of 
lens knife expression. This is done as 
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follows: The spring speculum is inserted. 
The cataract knife is inserted into the 
anterior chamber and held at right angles 
to the cornea until it has pierced all layers. 
The handle of the knife is then lowered 
until it occupies a horizontal position. It 
is next carried across the anterior cham- 
ber, the section being completed at the 
corneoscleral juncture. No conjunctival 
flap is made, and no sutures of any kind 
are used. The iris is then grasped with 
the iris forceps and quickly cut with De- 
wecker iris scissors. The spring speculum 
is next removed; the upper lid is lifted 
forward on a blunt hook retractor, and 
the lower lid is held back by the fingers 
of an assistant. Loosening of the zonular 
fibers and expression of the lens are ac- 
complished by use of the blunt tip of a 
curved hook and a wide, flat spatula. 
Should vitreous present, the operation is 
immediately terminated by placing the 
spatula under the lens and extracting it. 
Should a dislocated lens fall into the vitre- 
ous, it is removed immediately with a 
vectis, or hollow spoon. Patients who have 
undergone extrascapular extractions are 
dressed for the first time on the third day, 
those who have undergone intrascapular 
extraction, on the fifth day. In uncompli- 
cated cases the patients are discharged on 
the tenth day. 

One must not fail to mention that each 
year several hundred patients are turned 
away because they are beyond help. The 
diagnosis in these instances is cataract 
with absolute glaucoma. 

A significant fact for the ophthalmic 
surgeon is that, in spite of the tremendous 
number of patients handled under handi- 
capped conditions, the number of opera- 
tions that turn out badly is no greater 
than among patients cared for under the 
most “ideal” conditions. This demonstrates 
that, if technic is carefully adjusted to 
field conditions, excellent results may be 
obtained. 
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Viene descritta dettagliatamente la cura 
della cataratta e di altre malattie oculari 
nella Clinica Oculistica dell ’Ospedale delle 
Missioni H. Holland a Shikarpur (Pakistan 
orientale). L’autore tratta delle malattie e 
delle lesioni osservate, degli anestetici im- 
piegati, delle techiche chirurgiche per la 
cataratta, la trichiasi, il glaucoma, la dac- 
riocistite, tutti interventi che egli esegue 
con scarsi mezzi, scarsa assistenza e l’uso 
di un’unica lampadina elettrica sostenuta 
da un assistente. Egli sterilizza i ferri con 
l’ebollizione. I suoi risultati, tuttavia, sono 
alterettanto buoni di quelli ottenuti oper- 
ando in condizioni ideali. 


RESUME 


L’auteur décrit le traitement chirurgical 
de la cataracte et celui d’autres affections 
oculaires traitées au Henry Holland Mis- 
sion Eye Hospital a Shikarpur, Pakistan 
occidental, avec des moyens et un équipe- 
ment restreints, I] énumeére les affections et 
lésions soignées, les anesthésiques utilisés 
ainsi que leurs méthodes d’application, les 
techniques opératoires de la cataracte, du 
trichiasis, du glaucome et de la dacryocy- 
stite, toutes interventions pratiquées a la 
lumiére d’une ampoule électrique main- 
tenue par un assistant au-dessus du champ 
opératoire. Les instruments sont stérilisés 
par ébullition. Malgré que plusieurs cen- 
taines de malades doivent étre refusés 
chaque année, ayant dépassé le stade de 
lopérabilité, il est intéressant de noter que 
parmi les malades ayant pu bénéficier d’un 
traitement, les résultats se sont révélés 
aussi satisfaisants que ceux obtenus dans 
des conditions techniques modernes ide- 
ales. 


RESUMEN 


Se describe en detalle el tratamiento 
quirtrgico de la catarata y de otras enfer- 
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medades oculares en el Henry Holland 
Mission Eye Hospital de Shikarpur en 
Pakistan Occidental a pesar de la limita- 
cién de material, facilidades y equipos. El 
autor describe las enfermedades y les- 
iones encontradas, los anestésicos emplea- 
dos, los métodos de induccién anestésica 
y la técnica de operacién para la catarata, 
la triquiasis, el glaucoma y la dacriocis- 
stitis, todas las cuales han de ser llevadas 
a cabo a la luz de una bombilla eléctrica 
sostenida a mano por un ayudante. Todos 
los instrumentos son esterilizados por ebul- 
lici6n. A pesar de que cada ano varios cien- 
tos de enfermos no pueden llegar a benefi- 
ciarse de la cirugia por tenor cataratas 
con glaucoma absoluto, es significante el 
hecho de que en aquellos que han sido oper- 
ados se han obtenido tan buenos resultados 
como los que se obtienen donde son posi- 
bles las condiciones ideales modernas. 


ZUSAM MENFASSUNG 


Es liegt eine detaileierte Beschreibung 
der chirurgischen Behandlung des Kata- 
rakts und anderer Augenerkrankungen 
vor, wie sie im Henry-Holland-Missions- 
Augenkrankenhaus in Shikarpur, West- 
Pakistan unter grosser Beschrankung von 
Hilfsmitteln, Krankenhausmaterial und 
Apparaturen ausgefiihrt wurde. Der Ver- 
fasser berichtet iiber die Krankheiten und 
Verletzungen, die zur Behandlung kamen, 
iiber die verwendeten Aniasthetika, die 
Methoden der Einleitung der Andasthesie 
und iiber die Operationstechnik biem Kat- 
tarakt bei Trichiasis, biem Glaukom und 
bei der Triinensackentziindung. Alle diese 
Eingriffe wurden biem Licht einer elek- 
trischen Lampe, die ein Assistent tiber 
das Operationsfeld hielt, ausgefiihrt. Alle 
Instrumente wurden durch Kochen steril- 
isiert. Obgleich einige hundert Patienten 
im Jahr als inoperabel abegwiesen werden 
miissen, weil sie einen Katarakt mit ab- 
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solutem Glaukom haben, so ist doch die werden kénnen, genau so gut sind, wie bei 
Tatsache von Bedeutung, dass die Be- Kranken, die unter “idealen’’ modernen 
handlungserfolge bei denen, die behandelt Bedingungen behandelt wurden. 





Important Notice 


to all Journal Contributors 


PLEASE NOTE AND ACT UPON the following points in submission of 
your manuscripts: 

1. Every article intended for publication in the Journal should be type- 
written in double or triple space and sent DIRECT to the Editorial 
Office, Journal of the International College of Surgeons, 1516 Lake 
Shore Drive, Chicago 10, Illinois, together with all illustrations, 
legends, tabular matter, bibliographic references the author desires 
to include. Manuscripts so submitted will be promptly acknowledged 
and, on acceptance by the Editorial Board, published as soon as 
possible. The Journal cannot be held responsible for loss, failure of 
acknowledgment, delay in publication or nonpublication of any manu- 
script, or any subsidiary material appertaining thereto. which has 
not been submitted through the official editorial channels. 

. Every article presented at any Regional, National, International or 
Federation Congress of the International College of Surgeons, if 
Journal publication is desired, should be submitted in the same man- 
ner, PLAINLY MARKED with the name, date and location of the 
Congress at which it was presented. 

. Manuscripts delivered in person to Congress officials or others have 
NOT been submitted for publication in the Journal. The Editorial 
Office has no way of knowing whether they were delivered for pub- 
lication or for press purposes only. 

. Manuscripts delivered to Congress officials or others for press pur- 
poses only should be sent by the recipient to the Public Relations 
— of the International College of Surgeons, NOT to the Editorial 

ffice. 

. If illustrations are desired and it is impossible to submit them at the 
time the manuscript is submitted, the notation “Illustrations to come” 
should accompany the latter; otherwise the article may be scheduled 
for publication before the illustrations have arrived. The Journal 
absorbs the cost of three halftone illustrations four inches high, or 
the equivalent thereof. The author may include additional illustra- 
tions as desired. 

These requests are made not only to safeguard the Journal from 
error but in the best interests of our contributors. To make sure of 
prompt acknowledgment and efficient handling of your Congress pre- 
sentation, please send it DIRECT to its ultimate destination! 














Orthopedic Surgery 


Treatment of Colles’ Fracture 
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fracture associated with his name 

in the “Edinburgh Medical and 
Surgical Journal” (cited by Watson- 
Jones!) in 1814. The fracture occurs in 
the distal end of the radius, within 1 inch 
(2.5 em.) of the wrist joint, and extends 
through the whole thickness of the shaft, 
with backward displacement of the distal 
fragment. In addition, there are displace- 
ment and tilting of the distal fragment to 
the radial side, with rotation in supination, 
and the fragments are impacted. There 
may be secondary fracture lines extending 
into the wrist joint. Often there is an 
associated fracture of the ulnar styloid 
process. 

Incidence.—The Colles fracture is con- 
sidered second in order of frequency to 
fracture of the clavicle, It may cccur at 
any age but is especially common in per- 
sons past middle age, whose bones are 
weakened by rarefactive changes. 

It is usually due to a fall on the out- 
stretched and pronated palm, which drives 
the hand backward and to the radial side. 
Less frequently it occurs as a backfire 
injury. 

Milch? described many different varia- 
tions of Colles’ fracture, depending upon 
the direction of the line of fracture, the 
existence or nonexistence of comminution, 
displacement of the lower fragment and 


‘A BRAHAM Colles first described the 
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The author describes the history, 
incidence, diagnosis, roentgen as- 
pects and treatment of Colles’ frac- 
ture, which, in his opinion, is one of 
the most frequently mishandled of 
all fractures despite its common oc- 
currence. It should be reduced as 
early as possible and the reduction 
thoroughly tested for soundness and 
permanence. He recommends in- 
travenous pentothal as an anesthetic 
agent, although in some cases he 
employs 1 to 2 per cent procaine 
hydrochloride or brachial block 
anesthesia. His technic of handling 
this fracture, as well as the care of 
the patient in the postoperative siate, 
is described in detail. Complications, 
such as circulatory impairment, re- 
displacement of the fracture, rupture 
of the extensor pollicis longus ten- 
don, Sudeck’s atrophy, the carpal 
tunnel syndrome and arthritis are 
also discussed. In the treatment of 
Colles’ fracture, physictherapy is 
less important than the use cf active 
finger exercises by the patient him- 
self. 











association with fracture of the distal end 
of the ulna. Milch stated that the distal 
fragment may be (1) angulated about its 
longitudinal axis; (2) collapsed or tele- 
scoped along its longitudinal axis; (3) 











rotated along its longitudinal axis, or (4) 
translated parallel to its longitudinal axis. 

The backward and upward displacement 
of the distal radial fragment results in a 
disruption of the inferior radioulnar joint. 
If the displacement is marked the ulnar 
styloid is frequently fractured, owing to 
strain exerted through the ulnar collateral 
ligament. 

Diagnosis.—In the typical case with 
displacement, the deformity produced by 
the upward and backward displacement 
of the distal radial fragment can be seen 
and palpated, with a depression at its up- 
per edge; the lower end of the proximal 
fragment forms a prominence on the volar 
aspect of the wrist, filling the anterior 
hollow. The relative levels of the radial 
and ulnar styloid processes are always 
altered, the radial styloid being at the 
same level as the ulnar styloid, or higher 
whereas normally it is 14, to 14 inch (0.6 to 
1.2 cm.) lower than the ulnar styloid. The 
line of fracture is extremely tender, and 
there is tenderness over the ulnar styloid 
or attachment of the ulnar collateral liga- 
ment to it. In fractures without displace- 
ment, all these signs may be absent except 
swelling and tenderness localized to the 
fracture site. 

Roentgen Examination.—The importance 
of roentgen examination of all suspected 
fractures of the wrist must be emphasized ; 
complicating injuries, such as scaphoid 
fractures and dislocations, can be recog- 
nized and appropriately treated. Roentgen- 
ograms should be taken in both anteropos- 
terior and lateral views. In the normal 
wrist the radial styloid lies 14 to 14 inch 
(0.6 to 1.2 em.) below the ulnar styloid and 
the radial and ulnar articular ends form a 
smooth concavity. In the lateral view the 
articular surface of the radius faces an- 
teriorly about 5 to 10 degrees as well as 
distally. 

Anesthesia.—I have found intravenous 
pentothal very satisfactory and use it al- 
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most routinely. Occasionlly I employ either 
local anesthesia, with 1 to 2 per cent pro- 
caine hydrochloride into the fracture 
hematoma, or brachial block anesthesia. 


Treatment.—In addition to being one 
of the commonest fractures. Colles’ is 
also one of the most frequently mishan- 
dled. It is very often treated as a minor 
fracture, without adherence to the princi- 
ples of fracture treatment, and after two 
or more attempts at reduction the residual 
deformity is accepted by the surgeon and 
the fracture immobilized, with resultant 
disability. 

Reduction of the fracture should be done 
as soon as possible. Many methods of re- 
duction have been employed; one com- 
monly employed is the maintenance of 
strong traction for a few moments, after 
which the hand and the distal fragment 
are forced into hyperextension to break 
up the impaction. This is followed by 
manipulation. Often this does not disim- 
pact the fragments; it may result in in- 
creased trauma with swelling, and a good 
reduction is not obtained. After a recheck 
by the fluoroscopic or roentgen examina- 
tion, further manipulation is attempted. 
One is then often inclined to accept as 
satisfactory the reduction obtained, which 
may not be satisfactory from the anatomic 
and functional points of view. 

Carothers and Boyd* stated: “We feel 
that strong traction in the longitudinal 
axis of the radius is an adequate means of 
overcoming radial impaction and dorsal 
displacement though a certain amount of 
moulding may be necessary to complete 
the reduction.” They employ the “finger 
trap” introduced by Caldwell (cited by 
Carothers and Boyd), which is applied to 
the thumb and a cord with the desired 
amount of traction. After five to fifteen 
minutes of traction fluoroscopic examina- 
tion is made, and, if reduction is not 
complete, manipulation and moulding usu- 
ally effect a satisfactory reduction, They 
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prefer the vertical to the horizontal posi- 
tion of the forearm during traction. 

In my experience, traction and counter- 
traction for a minimum period of ten min- 
utes is the simplest method of overcoming 
impaction of the fragments and tension of 
the muscles of the forearm. When two as- 
sistants are available, one applies counter- 
traction to the lower part of the arm above 
the elbow, flexed at 90 degrees, avoiding 
direct pressure to the brachial artery, 
while the surgeon applies traction to the 
thumb and little finger, the pull of trac- 
tion and countertraction being steadily 
applied. No great pulling force is neces- 
sary. One repeatedly observes that the 
bony deformity disappears as a result. 
(When only one assistant is available, 
countertraction may be applied by a band 
around the lower part of the arm over an 
abdominal pad and fastened to a hook in 
the wall or other convenient object.) After 
the ten-minute period of traction and 
countertraction the second assistant takes 
over the traction and the surgeon, after 
studying the roentgenograms, manipulates 
the fracture. Traction and countertraction 
are maintained during manipulation, with 
subsequent application of plaster of paris. 
I employ the maneuver of Sir Robert Jones 
to complete reduction. In reducing a right 
Colles’ fracture the surgeon faces the pa- 
tient, places his right hand with the 
thenar eminence against the projecting 
lower end of the shaft of the radius on 
volar aspect of the wrist, which is in mid- 
pronation, and his left hand on the dorsum 
of the wrist with the thenar eminence 
against the dorsally displaced lower frag- 
ment. Pressure and counterpressure are 
then applied to the respective fragments, 
the distal fragment being pressed volar- 
ward. This is often accompanied by an 
audible click. The radial deviation is next 
corrected by pressing the distal radial 
fragment to the ulnar side, This too is 
often accompanied by an audible click. As 
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a result of the continued traction and 
countertraction the fracture is readily dis- 
impacted, and with the manipulation as 
outlined no great force is required. No 
added trauma is superimposed, and post- 
reduction swelling is minimal. I prefer to 
reduce the fracture as soon as_ possible 
after the injury. The object of treatment 
should be complete restoration of the nor- 
mal anatomic configuration. 

Fluoroscopic study is not employed dur- 
ing reduction of a Colles’ fracture. By the 
aforedescribed procedure a good anatomic 
reduction is obtained without exposure of 
the surgeon to unnecessary irradiation, 
with its possible dangers. 

Tests of Reduction:—Immediately after 
reduction, the following clinical tests are 
applied: 

1. The deformity must have disappeared. 

2. The radial styloid process must be 
14 to 14 inch (0.6 to 1.2 cm.) distal to the 
ulnar styloid. 

3. The wrist can be flexed to almost a 
right angle without effort. 

4. Palpation must reveal the smooth 
concavity of the anterior surface of the 
lower end of the radius. 

After satisfactory reduction is obtained, 
the hand is deviated ulnarward in the 
“‘pistol-shot position,” in the neutral posi- 
tion or in slight flexion in midpronation, 
and an unpadded plaster of paris three- 
quarters cast is applied as follows: a 
plaster splint consisting of six layers of 
6-inch (15 cm.) plaster (Gypsona) is ap- 
plied to extend from about 1 inch (2.5 
cm.) below the elbow to the metacarpo- 
phalangeal joints on the dorsum of the 
hand and the distal palmar crease in the 
palm. This is cut out at one end, to en- 
circle the thumb, and extends around the 
radial side of the forearm at front and 
back, but it does not encircle the forearm. 
A further slab may be added to narrow 
the uncovered ulnar side when it is deemed 
necessary. A wet 3 inch (7.5 cm.) gauze 
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bandage encircles the entire slab so that 
it is snug, particularly about the palm and 
the lower part of the forearm. When a 
snug-fitting unpadded cast is used about 
the radial half of the wrist and the palms, 
redisplacement is held down to a mini- 
mum. Within a week, when the bandage 
loosens, the cast is completed by circular 
turns of a plaster cast. 

Postreduction roentgenograms are al- 
ways taken routinely, in the anteropos- 
terior and lateral views, through the plas- 
ter. In my experience it has rarely been 
necessary to remanipulate the fracture, as 
the anatomic reduction is very good. 

Within the first two to three weeks, re- 
duction of a Colles’ fracture can be ac- 
complished manually. Roentgenograms of 
the wrist should be taken within ten to 
fourteen days. In some cases the dis- 
placement will have recurred, fully or in 
part, and at this time further manipula- 
tion can be carried out and another plaster 
cast applied. 

The inexperienced surgeon is surprised 
to find that, in spite of a good anatomic 
reduction as shown in the roentgenogram, 
recurrence of deformity appears on re- 
moval of the cast. A recheck roentgeno- 
gram within ten to fourteen days would 
have demonstrated this and normal manip- 
ulation would have obviated it. 

Quite often there is a recurrence of 
some dorsal angulation, with the articular 
surface of the radius pointing dorsally up 
to 10 degrees. This is not incompatible 
with a_ strong, adequately functioning 
wrist, and at most leads to some limitation 
of flexion in this joint. As long as the 
length of the radius is maintained, its 
normal rotation is maintained. Displace- 
ment due to a short radius results in a 
deformed wrist, with a prominent ulnar 
head and radial deviation of the hand. This 
is the most serious displacement, since it 
means a weakened wrist and hand grasp 
as well as limited rotation. The best func- 
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tional results are obtained when the best 
anatomic reduction is secured. 

A comminuted Colles’ fracture can gen- 
erally be easily reduced by traction and 
manipulation, but with this type reduc- 
tion may not be easily maintained. To 
prevent redisplacement, Kirschner wires 
are driven through the diaphysis of the 
first metacarpal bone and the upper end 
of the ulna, just below the olecranon, at 
right angles to their respective shafts, the 
wire protruding through the skin on either 
side. A slightly padded circular plaster is 
applied, incorporating the wires. In such 
cases the extremity is suspended from an 
intravenous pole for forty-eight hours to 
minimize edema. 

Postoperative Care.— The cast should 
be worn for a minimum of five weeks. In 
cases of comminution of the distal frag- 
ment this should be extended to eight 
weeks. After immobilization, full finger, 
elbow and shoulder exercises are insisted 
upon. Many patients will state that they 
are doing finger exercises which prove to 
be flexion and extension through twenty 
or thirty degrees of motion. The fingers 
must be fully flexed into the palm, ex- 
tended fully, abducted and adducted, and 
the thumb opposed to the fifth finger. Fail- 
ure to exercise the shoulder may result in a 
frozen shoulder, particularly as these frac- 
tures occur in persons past middle age. 
Active use of the fingers from the begin- 
ning prevents edema, with subsequent 
stiffness. On removal of the cast, patients 
are surprised to find that they can flex 
and extend their wrists up to 50 per cent 
of normal. Full active movement of the 
wrist is encouraged and complete painless 
function of the wrist is regained within 
six weeks after removal of plaster. Physi- 
cal therapy is reserved for the occasional 
patient who does not actively use the 
fingers during immobilization. 

Treatment of Complications.—It is a 
good plan to remove all rings prior to re- 
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duction. The use of a three-quarters cast 
and, if necessary, elevation of the arm will 
prevent circulatory impairment. The 
method of reduction adds little if any 
edema. 

Redisplacement of Fracture: This is the 
commonest complication. There is a tend- 
ency for the dorsal tilt deformity to re- 
cur, owing to crushing of bone at the 
fracture site on the dorsum of the radius. 
This occurs in a certain percentage of 
cases without impairment of function, and 
can be largely prevented by careful 
moulding of the plaster around the radial 
side of the wrist joint. Persistence of a 
radial deviation deformity interferes with 
the mechanism of the inferior radioulnar 
joint and results in gross limitation of 
rotation at the wrist. When this remains 
as a fixed deformity, rotation and function 
can be improved by excision of the 
lowermost inch of the ulna. 

Rupture of the Extensor Pollicis Longus 
Tendon: This occurs occasionally within 
six to eight weeks of the injury and is 
probably due to fraying of the tendon at 
the site of fracture. I have not encountered 
this complication. 

Sudeck’s Atrophy: This condition is an 
occasional complication during immobiliz- 
ation of a Colles fracture. The skin of the 
fingers becomes glossy, thin, bluish and 
cold. Movements of the fingers are pain- 
ful, and the range of movement gradually 
decreases. The condition is usually irre- 
versible. Immobilization does not relieve 
it. The cause is considered to be a sym- 
pathetic disturbance or possibly disuse 
atrophy. The pain may be relieved by 
sympathectomy, but limitation of move- 
ment is the rule. Early and continued finger 
and thumb movements can prevent this 
complication. 

Carpal Tunnel Syndrome: This is a rare 
complication, with numbness and tingling 
in the distribution of the median nerve 
distal to the wrist, due to compression of 
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the median nerve in the carpal tunnel. 
This can be cured by incising the volar 
carpal ligament and so decompressing the 
nerve. 

Arthritis: Arthritis occurs in the radio- 
carpal joint when the articular surface of 
the radius is severely comminuted. In 
such cases some incongruity of the joint 
surfaces remains, and varying degrees of 
traumatic arthritis result. 

Physiotherapy.—This type of treatment 
does not play an important part in reha- 
b.litation of a Colles fracture. The use of 
active finger movements during the period 
of immobilization, active flexion and ex- 
tension of the wrist and pronation and su- 
pination of the forearm after removal of 
the cast will result in full functional re- 
covery within six weeks after this. The 
few patients who do not carry out full 
active finger exercises during the period 
of immobilization require treatment by a 
trained physiotherapist, I make it a rule 
to have the patients demonstrate to me at 
each visit the manner in which the exer- 
cises are carried out, and when it is ap- 
parent that they are not being carried out 
properly I refer them to a physiotherapist. 


RESUME 


L’auteur décrit lhistorique, la _ fré- 
quence, le diagnostic, les aspects radiolo- 
giques et le traitement de la fracture de 
Colles qui est, selon lui, et bien qu’elle soit 
trés courante, une des fractures les plus 
mal soignées. La riduction devrait en étre 
entreprise le plus tot possible, suivie d’un 
controle sévére. 11 recommande |’anesthé- 
sie intraveineuse au pentothal; mais il re- 
court lui-méme dans certains cas au chlor- 
hydrate de procaine a 1 ou 2% ou a |’anes- 
thésie tronculaire brachiale. I] décrit sa 
technique et les soins post-opératoires et 
thésie tronculaire brachiale. 11 décrit sa 
technique et les soins post-opératoires et 
discute les complications (troubles circula- 
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toires, déplacement secondaire des frag- 
ments osseux, déchirure du long extenseur 
du pouce, atrophie de Sudeck, syndrome 
du canal carpien, arthrite). Les exercices 
digitaux que le blessé doit apprendre 4 ef- 
fectuer ont plus d’importance dans le 
traitement de la fracture de Colles que la 
physiothérapie. 


RIASSUNTO 


L’autore descrive gli aspetti stotici, 
diagnostici e radioligici della frattura di 
Colles, che—secondo lui—é una delle frat- 
ture che pili spesso vengono curate male 
nonostante la sua frequenza, Essa deve 
essere ridotta il pitt presto possibile e la 
riduzione deve essere mantenuta con cura 
e saldamente. Si deve usare, come anes- 
tetico, il entotal endovena, e in qualche 
caso il bloceco novocainico brachiale. Des- 
crive dettagliatamente la sua tecnica di 
trattamento della frattura e i provevedi- 
menti post-operatori necessari; elenca an- 
che le complicanz e quali i disturbi circol- 
atori, lo spostamento secondario dei fram- 
menti, la rottura del tendine dell ’estensore 
lungo del pollice, l’atrofia di Sudeck, la 
sindrome del tunnel del carpo e |’atrofia 
secondaria. 

Nelle cura della frattura di Colles la 
fisioterapia e meno importante delli eser- 
cizi attivi di mobilizzazione delle dita. 


RESUMEN 


E] autor describe la historia, frecuencia, 
diagnoéstico, aspecto radiolégico y trata- 
miento de la fractura de colles, que en su 
opinién es la mas frecuentemente tratada 
equivocadamente a pesar de su incidencia. 
Deben ser reducidas lo antes posible y la 
reducci6n debe ser bien controlada. Rec- 
omienda como anestésico el Pentotal in- 
travenoso aunque en algunos casos emplea 
como anestésico el plexo braquial o el ho- 
drocloruro de procaina. 

Describe en detalle su técnica para la re- 
duccion de las fracturas asic omo los 
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cuidados de los enfermos durante el post- 
operatorio. Tambiés se ocupa en el trabajo 
de les complicaciones tales como los tras- 
tornos circulatorios, el redesplazamiento 
de las fracturas, la rotura del extensor 
largo del pulgar, la atrofia de Sudeck, el 
sindrome del tunel carpiano y la artritis. 

En el tratamiento de la fractura de 
colles tiene mucha mas importancia el uso 
activo de los miusculos de la articulacién 
afectados que la fisioterapia. 


ZUSAM MENFASSUNG 


Der Verfasser beschreibt die Geschichte, 
die Haufigkeit, die Diagnose, die Réntgen- 
befunde und die Behandlung der typischen 
Radiusfraktur, die er trotz ihres haufigen 
Vorkommens fiir die am haufigsten miss- 
handelte aller Frakturen halt. Der Bruch 
sollte so friih wie méglich eingerichtet und 
die Stellung der Fragmente sorgfaltig auf 
Korrektheit und Dauerhaftigkeit gepriif: 
werden. Zur Anasthesie empfiehlt er dic 
intravenése Verabfolgung von Pentothal, 
obwohl er gelegentlich auch ein- bis zwei- 
prozentige Novocaineinspritzungen oder 
eine Umspritzungsanasthesie des Brachial- 
nerven verwendet. Seine Behandlungstech- 
nik un die Versorgung des Kranken nach 
dem Eingriff werden in ihren Einzelheiten 
beschrieben. Ferner werden Komplika- 
tionen wie Kreislaufstérungen, Verschie- 
bung der Fragmente, Riss der Sehne des 
langen Daumenstreckers, Sudecksche At- 
rophie, das karpale Tunnelsyndrom und 
Arthritis erértert. Physiotherapeutische 
Massnahmen sind zur Behandlung der 
typischen Radiusfraktur nicht so wichtig 
wie die Durchfiihrung aktiver Fingerii- 
bungen seitens des Patienten. 
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Section en Francais 


Le Probleme de la Reparation des 


Tendons Flechisseurs 


(Problem of Repair of the Flexor Tendons) 


MARC ISELIN, M.D., F.1.C.S., Et J. BASSOT, M.D. 


PARIS, FRANCE 


ALGRE le nombre de publications 
M optimistes, malgré les soi disant 

perfectionnements des techniques, 
malgré les détails souvent contradictoires 
auxquels les chirurgiens qui travaillent 
particuliérement la question, attribuent 
leurs bons résultats, il reste a notre avis 
indiscutable que, malgré tous les efforts, 
nous n’avons pas encore trouvé la solution 
du probléme de la réparation des tendons 
fléchisseurs des doigts. 

Si la question était résolue, nous dev- 
rions obtenir trés rapidement et de ma- 
niére quasi habituelle, le retour de mouve- 
ment de flexion——extension dans les doigts 
opérés—nous devrions savior le pourquoi 
des échecs et le pourquoi des succés. Or 
nous sommes actuellement trés loin de la; 
pour les chirurgiens les plus expérimentés, 
la méme opération faite dans des condi- 
tions identiques peut aussi bien amener un 
succés qu’un échec, sans que ni |’un ni 
l’autre puisse étre ni prévu ni expliqué. 
De plus, le succés n’est obtenu que par une 
longue et fastidieuse mobilisation volon- 
taire qui demande, pour étre menée a bien, 
une volonté, une attention et une patience 
extraordinaire de la part du blessé—nécés- 
sité qui soustrait a l’acte chirurgical une 
grande part de sa valeur. 


Travail du departement de Chirurgie de la Maison de 
Nanterre (Dr. M. Iselin, chef de service). 
Submitted for publication June 13, 1958. 





Repair of the flexor tendons is a 
somewhat controversial subject, 
largely because of the question 
whether it is best accomplished by 
grafting or by suturing. In the au- 
thor’s opinion this question is large- 
ly academic. Repair by either method 
depends for its success upon two 
points: the solidity of the tendons, 
and their mobility. The solidity of 
the tendons, or the lack thereof, rep- 
resents a technical problem, depend- 
ent on the quality and the nature of 
the grafts or sutures; their mobility, 
on the other hand, poses a biologic 
problem. Suturing can be successful 
only with a fresh lesion; otherwise the 
grafting technic is indicated. What- 
ever the technic employed, and how- 
ever skilled the surgeon, it is still im- 
possible to predict the result of the 
operation. 











Aucun progrés ne peut étre fait si |’on 
estime qu’il est déja réalisé et si les don- 
nées du probléme sont posées de maniére 
fallacieuse: or 

—le probléme de la réparation des ten- 
dons fléchisseurs existe sans étre résolu 
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—le probléme est mal posé, car on le 
considére comme d’ordre mécanique et I’on 
cherche sa solution dans des détails de 
technique alors qu’il est d’ordre essentiel- 
lement biologique. 

A. Quelques idées trop théoriques, gé- 
néralement admises. 

1) La greffe est meilleure que la suture 

Tous les chirurgiens de ma génération 
ont vécu (et beaucoup vivent encore) sur 
ce postulat que l’échec de la suture ten- 
dineuse vient de ce que seule adhére la 
ligne de suture. Ils croient que si cette 
adhérence se fait au milieu d’éléments 
souples comme a la paume de la main et 
au poignet, elle est sans importance et les 
résultats sont bons. Si par contre elle se 
fait au niveau du canal digital, 14 ot le 
tendon coulisse trés exactement dans un 
canal ostéo-fibreux, l’adhérence équivaut a 
un blocage et signe l’échec. De la l’idée 
sur laquelle étaient basées toutes les tech- 
niques dites modernes, de ne pas faire de 
suture a ce niveau et d’utiliser une greffe 
qui a l’avantage théorique de reporter les 
sutures aux deux extrémités, la ot 
l’adhérence est sans importance. 

Malheureusement, si au point de vue 
mécanique, cette conception est admissible, 
au point de vue biologique, elle est absolu- 
ment illusoire, car une greffe pour vivre 
est réhabitée par la périphérie, de méme 
que les sutures pour étre solides, doivent 
étre réparées par un processus périphé- 
rique. 

Par nos travaux histologiques 
LaFaury*® nous avons montré: 

—que le tendon sectionné dégénérait sur 
une longueur parfois trés grande et qu’il 
se transformait en tissu conjonctif cicatri- 
ciel banal, pas toujours en son centre, mais 
toujours a sa périphérie. 


avec 


—que la réparation se faisait par la 
périphérie, c’est a dire par la gaine syno- 
viale qui présente alors un caractére tout 


a fait original. A l’état normal, elle est 
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un organe de glissement. Aprés section, 
elle devient un organe de réparation. 

La réparation est essentiellement péri- 
phérique que ce soit pour le tendon simple- 
ment suturé ou bien que ce soit pour une 
greffe interposée entre la phalangette et 
Yorigine du lombrical. La réparation 
axiale n’est qu’une vue de |’esprit, comme 
le prouvent: 

a) certaines de nos réinterventions qui 
dés le 15e™e jour ont montré que la greffe 
était entiérement enveloppée par une 
couche conjonctive qui la bloquait com- 
plétement. 

b) par les essais que nous avons fait 
d’éngainement des sutures dans du Poly- 
éthyléne, sutures qui ont toutes désuni, 
car, a la réintervention on constatait qu’il 
n’y avait eu aucun processus de répara- 
tion axial. 

‘e) par les études expérimentales de 
Teneff et Fonda,'* de Skoog et Persson" 
sur la revascularisation des greffes dans 
le tendon d’Achille du chien, qui se fait 
d’abord perpendiculairement a partir d2 
la périphérie pour, aprés le 15°™° jour, 
s’orienter progressivement longitudinale- 
ment arrivant en deux mois environ, a re- 
trouver la structure longitudinale du ten- 
don normal. 

2) Les adhérences résultent de défauts 
de technique 

C’est une erreur absolue; et de nos tra- 
vaux, il résulte que les adhérences changent 
complétement de signification. Elles ne 
constituent has un accident fortuit, évitable, 
que l’on peut et doit éviter par des per- 
fectionnements technique ou par une ma- 
niére particuliére d’opérer (technique dite 
atraumatique). Elles représentent un élé- 
ment indispensable a la réparation ten- 
dineuse: ou bien le tendon est réparé, la 
greffe est revascularisée mais au prix des 
adhérences. Ou bien, il n’y a pas d’adhé- 
rence et la réparation ne se fait pas.. 

Ces simples faits changent compleéte- 
ment la position du probléme de la répara- 
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tion des tendons fléchisseurs chez l’homme: 
la difficulté n’est pas d’éviter les adhé- 
rences: la difficulté est d’assurer la libé- 
ration de celles ci. Et c’est la, ot les ré- 
sultats expérimentaux ne peuvent étre 
comparés aux résultats clinique car, si 
chez l’animal, la libération des adhérences 
se fait habituellement et progressivement 
un mois aprés la réparation, chez l’homme 
il n’en va de méme que trés irréguliére- 
ment. Lorsque les adhérences se libérent, 
on obtient un succés: si elles persistent, 
l’ échec est manifeste. 

Malheureusement cette libération est 
imprévisible et nous ne savons pas com- 
ment en gouverner |’évolution. Nous som- 
mes dans la situation d’architectes qui 
ayant construit une maison grace a des 
échafaudages, ne savent pas comment faire 
disparaitre ceux ci, sauf en les laissant 
crouler. 

La libération des adhérences est im- 
prévisible, car leur étendue, leur impor- 
tance et leur solidité varient d’ un cas a 
l autre. Les réinterventions le montrent 
bien: dans les mémes conditions de tech- 
nique, certaines adhérences sont discrétes, 
d’autres constituent une masse envahis- 
sante qui englobe tous les tissus péri ten- 
dineux, depuis ]’os jusqu’ a la peau. Seules 
des variations personnelles d’un blessé a 
l’autre peuvent expliquer ces différences. 

Les adhérences sont en somme du 
tissu conjonctif cicatriciel: mais si le con- 
jonctif est le méme chez tous les hommes 
et les animaux, ses réactions sont tout a 
fait différentes car elles sont sous la dé- 
pendance de régulations neuro-hormona- 
les, réactions qui sont absolument individ- 
uelles et varient d’un sujet a |’autre, d’un 
animal a |’autre. 

B. L’ impératif biologique et ses con- 
séquences 

1) L’influence de la technique sur les 
résultats 

Pour qu’un résultat de réparation tendi- 
neuse puisse étre bon il faut que le tendon 
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soit a la fois solide et mobile. La solidité 
est le probleme primordial car sans elle la 
mobilité n’est pas possible. Mais la réci- 
proque n’est pas vraie car un tendon so- 
lide n’est pas forcément mobile, malheu- 
reusement. 

De ces deux problémes, celui de la mo- 
bilité n’est pas d’ordre technique: il est 
d’ordre biologique et sa solution nous 
échappe. Par contre celui de la solidité 
est au contraire d’ordre purement tech- 
nique et la valeur de |’acte chirurgical 
influe beaucoup sur lui. Or il y a deux 
causes d’échecs qu’il faut savoir reconnai- 
tre: les échecs par désunion et les échecs 
par blocage. La désunion est plus fré- 
quente qu’on ne le croit: elle se manifeste 
lorsque le doigt réparé est en extension. 
Le blocage se reconnait a4 ce que le doigt 
est resté dans l’attitude de flexion qu’il 
avait 4 la fin de l’opération et qui a été 
maintenue par |’appareillage: mais la 
flexion volontaire dans les phalanges est 
négligeable. Par conséquent la qualité de 


la technique conserve son importance, mais 
elle se manifeste surtout dans la solidité 
de la réparation. 

2) Mérites comparés de la suture et de 
la greffe. 

La discussion sur la réparation par su- 
ture ou par greffe est 4 nos yeux purement 


académique. II n’y a aucune raison bio- 
logique de préférer la greffe a la suture: 
par conséquent il n’y a aucune raison a 
priori, de ne pas suturer les plaies qui 
siégent au canal digital. Par contre il y 
a des raisons anatomiques impératives 
contre la suture, lorsque par suite, de 
dégénérescence et de rétraction, celle ci 
n’est plus possible sans traction anormale. 

Il s’ensuit que la suture primitive doit 
reprendre tous ses droits quand elle est 
possible—cor seule une opération précoce 
permet de réparer les tendons par suture 
avec, par conséquent, un appréciable gain 
de temps et des résultats qui ne sont pas 
plus mauvais. 
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Dans les opérations secondaires et a plus 
forte raison dans les opérations tardives, 
la dégénérescence des extrémités tendi- 
neuses, la rétraction musculaire ne permet- 
tent plus une approximation normale, sans 
traction, des extrémités sectionnées. La 
greffe est alors obligatoire mais elle ne 
peut étre constituée par un simple pontage 
qui aboutirait nécessairement a |’échec: 
elle doit s’étendre depuis l’insertion du 
lombrical a la main jusqu’a la phalangette, 
au doigt, condition admise par tous, pour 
l’obtention d’un pourcentage honorable de 
résultats. 

3) Date de la mobilisation 

Les constatations biologiques que nous 
avons exposées montrent bien l’inutilité 
de la mobilisation précoce puisqu’elle est 
obligatoirement freinée par le développe- 
ment des adhérences porte-vaisseaux 
nécessaires 4 la consolidation de la suture 
et a la revascularisation de la greffe. Elles 
montrent également le peu de danger d’une 
mobilisation avant la 3°™* semaine, date 


établie expérimentalement par Mason et 
ses collaborateurs,'’: |! car elle fixe la con- 


solidation du cal tendineux. En effet, du 
fait des adhérences obligatoires, la force 
ne s’exerce que trés peu sur les sutures. 
Pour nous nous commengons la mobilisa- 
tion quand les sutures sont complétement 
et solidement cicatrisées, c’est a dire du 
12eme au 15e™e jour. 

4) Possibilité dun traitement hormonal 
per et post opératoire* 

Le tendon n’est que du tissu conjonctif 
différencié.':*:4 Sa réparation obéit néces- 
sairement aux commandes neuro-hormo- 
nales, qui dirigent la cicatrisation conjonc- 
tive. 

Vue sous l’angle neuro-hormonal, on se 
rend compte de la complexité du systeme 
mis en jeu par la réparation tendineuse. 
Les hormones anaboliques doivent se pré- 
senter les premiéres et commander 4a la 
reconstruction du tendon: ensuite des hor- 
mones cataboliques doivent présider a la 
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destruction de la cicatrice. Mais l’ordre 
d’action de ces hormones est anormal, car 
toujours dans l'économie, la réparation 
d’une plaie commence par une phase cata- 
bolique puis seulement en second, apparait 
la phase anabolique. 

Pour diriger la formation et la dispari- 
tion des adhérences, il faudrait étre par- 
faitement au courant de l’action et du 
dosage des produits que nous avons a notre 
disposition: d’une part le groupe STH- 
minéralo corticoides pour l’anabolisme; 
d’autre part le groupe ACTH, cortisone- 
glyco-corticoides, pour le catabolisme. 
Malheureusement, les choses ne sont pas 
si simples et les essais de traitement bio- 
logiques que nous poursuivons depuis prés 
de deux ans sont encore loin d’étre con- 
cluants. 

Nous nous sommes rendus compte que 
l'utilisation des hormones anaboliques était 
sans intérét, car les échecs sont beaucoup 
plus dis aux adhérences qu’aux désunions 
(ces derniéres étant attribuables a des 
erreurs de technique). Nous nous sommes 
done cantonnés dans l’utilisation des hor- 
mones cataboliques, administrées par voie 
générale et par voie locale. La question 
est en pleine étude, elle sera discutée au 
prochain Congrés Francais de Chirurgie 
Plastique (Septembre 1958) il serait pré- 
maturé d’en parler ici, car nous n’avons 
encore aucune directive précise et éprouvée 
a présenter. 


COMMENTAIRES 


Ces idées nous ont amené a adopter la 
ligne de conduite suivante: utiliser la su- 
ture quand elle est possible, utiliser la 
greffe dans tous les cas oti la suture sans 
traction est impossible. 

Plates récentes 

Dans les plaies fraiches, nous suturons 
donc les tendons sectionnés, mais a deux 
conditions: 

1. ne pas les opérer immédiatement, 
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mais les opérer en urgence différée (de- 
layed émergency ) 

2. lorsqu’il s’agit de plaies siégeant au 
canal digital, les traiter par les techniques 
particuliéres exposant et cousant au mini- 
mum les extrémités tendineuses rappro- 
chées. 

La notion d’urgence différée est capitale 
a nos yeux; c’est une notion générale*: * 
qui commande toute la conception moderne 
de l’urgence, c’est a dire de ne pas inter- 
venir avant que le malade ne soit bien 
préparé. Elle trouve a la main une appli- 
cation magnifique grace a laquelle nos ré- 
sultat actuels sont nettement améliorés. 
Dés que le blessé arrive, la main est net- 
toyée, immobilisée et pansée avec une so- 
lution d’ammonium quarternaire (cétav- 
lon, biocidan): on lui administre de la 
pénicilline et l’on établit et corrige si 
besoin, son bilan humoral. II ne sera 
opéré que un, deux, méme trois jours 
aprés, le pansement renouvelé tous les 


jours montrant que la main est absolu- 
ment propre; l’opération est éxécutée dans 
les meilleures conditions physiques et ma- 
térielles, par le chirurgien le plus com- 
pétent disposant de tout le temps et de 


tout le matériel nécessaire. Le gros argu- 
ment contre les sutures primitives tombe 
ainsi puisque le danger d’infection post 
opératoire, méme atténuée, disparait 
grace a ces précautions. 

Les procédés de suture sont délicats: il 
n’est pas de notre intention de les décrire 
ici en détail. Ce sont: 

1. la suture bloquée (Montant,' Ver- 
dan'’) qui consiste 4 maintenir les deux 
extrémités en contact en les bloquant cha- 
cune par une aiguille qui traverse toute la 
largeur du doigt. 

2. la suture appuyée (Sterling Bun- 
nell*) qui consiste a maintenir le bout cen- 
tral a la main, grace a un fil d’acier passé 
en pull out, afin d’éviter la traction sur 
la suture qui est faite trés précaire, avec 
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un seul point de fil trés fin qui ne sert 
qu’a maintenir |’approximation. 

Ces deux procédés ont en commun le 
souci de léser au minimum les extrémités 
tendineuses. On trouvera leur description 
compléte dans notre nouvel atlas de tech- 
nique. 

Plaies anciennes 

Dans les plaies anciennes, la dégéneres- 
cence des extrémités tendineuses, la ré- 
traction musculaire interdisant la suture; 
nous utilisons alors les greffes minces, 
selon la technique de Pulvertaft, en ré- 
inserant d’qbord l’extrémité distale sur 
la phalangette par le procédé en pull out 
transphalangien trans unguéal de Sterling 
Bunnell et en suturant |’extrémité centrale 
au fléchisseur profond, dans la région du 
lombrical, par transfixion comme le fait 
Pulvertaft. 

Suites opératoires 

La mobilisation est commengée vers le 
12eme-15eme jour au plus tard, mais pas 
avant que les sutures cutanées ne soient 
parfaitement cicatrisées. C’est de celle-ci 
que dépend le succés ou |’échec: en cas de 
succés, la flexion volontaire des phalanges 
ne cesse de progresser. 

En cas d’échec, il faut en distinguer la 
cause pour pouvoir la traiter, 

s'il s’agit d’échec par désunion, le doigt 
qui avait été mis en flexion légére au cours 
de l’opération se trouve en extension. 
Inutile alors de poursuivre indéfiniment 
une réeducation longue et illusoire, il faut 
prendre une décision. Si la réparation 
avait été faite par suture, on peut réinter- 
venir par greffe-mais si la réparation 
avait été faite par greffe, nous ne sommes 
pas partisans d’une réintervention, car 
trop de temps a été perdu et les tissus 
sons trop remaniés. Suivant les désirs du 
blessé, on laissera les choses en |’état ou 
bien on amputera le doigt. 

S’il s’agit d’échec par blocage, le doigt 
est resté en flexion dans la position opéra- 
toire. Nous commencons toujours par une 
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extension continue par lames d’acier trés 
souples selon un appareillage décrit par 
LeVame” qui permet en méme temps la 
flexion active de la réeducation. Nous ré- 
cupérons ainsi un certain nombre d’échecs 
trés rapidement. 

Si l’extension continue échoue malgré 
le traitement hormonal que nous lui ad- 
joignons, il reste la ressource d’un déblo- 
cage chirurgical par ténolyse.'* Grace a 
cette opération on augmente encore le 
nombre des succés a condition que le blo- 
cage siége devant la premiére phalange, 
ec’est a dire, au maximum a la base du 
doigt. Si le blocage siége a la deuxiéme 
phalange la libération du tendon est com- 
pliquée par la rétraction cutanée qui est 
constante et pose pour finir de délicats 
problemes de fermeture. 

On voit donc les différents avantages de 
la suture quand elle est possible: ses ré- 
sultats ne sont pas plus mauvais que ceux 
de la greffe, mais ils sont acquis avec un 
gain de temps extrémement précieux: en 
cas d’échec par blocage, la ténolyse est 
relativement facile et donne de beaux 
succés; en cas d’échec par désunion il est 
possible de reprendre |’opération en utili- 
sant une greffe. 


RESUME 


1. A l’heure actuelle, il est encore im- 
possible de prévoir les résultats d’une ré- 
paration tendineuse des fléchisseurs, 
quelque soit la technique employée, méme 
par le chirurgien le plus qualifié. 

2. Pour bien comprendre la position de 
ce probléme, il faut réaliser qu’une répara- 
tion postule deux conditions: la solidité 
et la mobilité du tendon réparé. 

La solidité est un probléme technique, 
dépendant de la qualité et de la nature des 
sutures ou des greffes. 

La mobilité est un probléme biologique, 
celui de la libération des adhérences, qui 
ont servi a réparer le tendon. En effet 
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le cal fibreux unitif se reconstitue par la 
périphérie et non par bout a bout. 

3. L’adhérence n’est pas un accident 
évitable par des précautions et artifices 
techniques: elle représente un processus 
normal, indispensable a la réparation de 
la suture ou a la revascularisation de la 
greffe. Toute la question est d’obtenir la 
disparition de ces adhérences, une fois 
qu’elles ont rempli leur role constructif. 
Le seul procédé que nous connaissons pour 
influer sur cette libération est la mobilisa- 
tion active, volontaire, personnelle de 
lopéré. 

4. Ce procédé est aussi aléatoire qu’em- 
pirique: dans |’état actuel de nos connais- 
sances, la résorption du cal fibreux est 
d’ordre neuro-hormonal. On peut admettre 
que pour réparer un tendon, il faut que 
deux variétés d’hormones entrent en jeu 
successivement. D’abord des hormones 
anaboliques pour en assurer la solidité, 
puis des hormones cataboliques pour en 
assurer la mobilité. 

5. Jusqu’a présent, nos travaux pour 
utiliser les hormones en pratique, n’ont 
pas amené de résultat probant et des deux 
problémes sus-énoncés, celui de la mobilité 
ne dépend pas du chirurgien pour le 
moment, mais uniquement de l’opéré. 

6. Par contre delui de la solidité, affaire 
de technique, dépend absolument de l’art 
de l’opérateur. Le chirurgien doit obtenir 
un tendon solide, mais le procédé avec 
lequel il l’obtient importe peu. Les discus- 
sions entre les mérites de la suture et de 
la greffe deviennent académiques; si |’on 
peut réparer par suture, autant le faire. 
Si la suture est impossible sans traction 
il est indispensable de recourir a une 
greffe. 

7. Or la suture n’est possible que sur 
des lésions fraiches, avant tout remanie- 
ment tendineux et toute organisation cica- 
tricielle. Dans les plaies récentes il y a 
donc tout intérét 4 faire des sutures primi- 
tives, méme au canal digital, plutot que 
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de sacrifier le tendon et faire d’emblée une 
greffe. 

Mais suture primitive ne veut pas dire 
suture immé diate, sit6t aprés la blessure, 
car elle se fait alors sur une peau non 
préparée, sur un malade non préparé et 
dans des conditions de matériel, de per- 
sonnel et d’expérience trop souvent insuf- 
fisantes. La suture doit étre faite en 
urgence différée aprés le temps nécessaire 
a une préparation adéquate. 

La suture aux doigts sera faite suivant 
des techniques particuliéres: sutures blo- 
quées et sutures appuyées. 

8. Dans tous les cas opérés secondaire- 
ment, la dégénérescence tendineuse, la 
rétraction musculaire empéchent |’ap- 
proximation harmonieuse des extrémités 
avivées: on aura donc obligatoirement re- 
cours a des greffes mises en place selon 
les techniques universellement adoptées. 

9. Il y a deux variétés d’échecs de la 
réparation tendineuse: ceux par désunion, 
ceux par blocage. Dans les échecs par 
désunion (done par manque de solidité de 
la cicatrice tendineuse) le doigt est en ex- 
tension et les résultats d’opérations itéra- 
tives sont trés aléatoires. 

Dans les échecs par blocage, le doigt est 
en flexion, et tous les espoirs de récupéra- 
tion sont autorisés, soit spontanément, par 
l’exercice et l’extension continue, soit par 
des libérations secondaires. 


A rather simple test, after all, this basal metabolic test . 
than a hundred years to develop it. England, France, Germany, Amer‘ca, all con- 
tributed to its creation. An Englishman discovered the oxygen the fireman breathed; 
a Frenchman supplied the fundamental concept that metabolism is a process of 
burning oxygen; a German devised the instrument whose descendant was employed: 
an American worked out the tables the physician used, and manufactured the in- 
strument he employed. 
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Seccion en Espanol 


Yodopexia y Nefrogramas 


(lodopexy and Nephrograms ) 


A. PUIGVERT, M.D., F.I.C.S. 


BARCELONA, SPAIN 


L estado actual de nuestros conoci- 

mientos acerca la fisiologia de la glan- 

dula renal, permiten considerar a 
ésta como un 6rgano de excresion, toda 
vez que la mayoria de los elementos que 
el rinén elimina son productos desechados 
por el organismo en la fase terminal meta- 
boélica, inoperantes para el individuo, e 
incluso algunos, t6xicos como revela el 
acumulo de ciertas substancias en los casos 
de fallo grave de la funcion excretora del 
rinon. No se puede dejar en olvido la 
funci6n secretora de la glandula al pro- 
ducir ciertas substancias que si bien la 
mayoria son luego excretadas, algunas se 
veintegran al torrente circulatorio para 
sufrir modificacién o estimular nuevas 
secreciones como es el caso de !a renina; 
pero en la problematica que aqui se plan- 
tea, sdlo interesa el riné6n como organo de 
excrecion de substancias exégenas con 
fines diagnosticos. 

Merced a esta ultima funcion, nos es 
permitido el estudio funcional del rifén 
mediante la valoracién de ciertas substan- 
cias exégenas excretadas, provocando arti- 
ficiosamente esta actividad mediante la 
inyeccion de cuerpos extrafios en el indivi- 
duo y observando las peculiaridades de su 
excrecion por el riién; de la forma 0 rapi- 
dez de la eliminacién de tales cuerpos 

Conferencia en la Catedra de Urologia del Prof. Bernard 


Fey Hospital Cochin, Paris, marzo de 1958. 
Submitted for publication Aug. 13, 1958. 


exégenos se valua el estado de la funcién 
excretora renal. 

Entre las substancias exégenas que s@2 
utilizan para la valoracion funcional renal, 
figuran los contrastes yodados que dan a 
la orina la posibilidad de absorcién roent- 
genologica, presentando el doble interés 
de la valoraci6n de la funcién renal desde 
el punto de vista excretor de la glandula 
y revelando ademas, la morfologia y la 
funcion de las vias urinarias. Actual- 
mente, por esta ultima propiedad informa- 
tiva se reduce de rechazo, el estado de la 
funcion propia del rifén, y que por el 
momento justifica ampliamente su empleo 
cotidiano en la practica clinica de investi- 
gacion diagnostica en los urépatas. 

El transito renal de las substancias de 
constraste urografico no esta perfecta- 
mente esclarecido, de aqui que no podamos 
exigir a este ensayo fisio-clinico su total 
rendimiento, pues el fendmeno intimo de 
le excercién yddica por el rifén no es 
exactamente conocido y solamente valora- 
mos el fendmeno a través de las imagenes 
de relleno de las vias urinarias. Por la 
densidad comparativa entre las sombras 
proyectadas por cada pielograma, enjuici- 
amos la funcion renal, si bien escapan a 
nuestros conocimientos los fenodmenos de 
la excrecién yédica, los cuales limitan la 
perfecta valoracion de las imagenes como 
exponente de la funcién glandular. 
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> PIELOCRAMA PROLONCADO 


En la actualidad el creciente interés 
en la investigacion urografica de los pa- 
cientes, débese orientar a la obtencién e 
interpretaci6n de nefrogramas como 
medio para el mejor conocimiento de la 
patologia renal, pues, no hay duda que 
pare un futuro inmediato, cuando alcan- 
cemos le obtencidn de nitidos nefrogra- 
mas, completados por los correspondientes 
pielogramas tal como actualmente se ob- 
tienen, la informacion acerca de los pro- 
cesos patolégicos intra-renales sera mas 
amplia, e incluso antes de que éstos pro- 
voquen modificaciones en la morfologia o 
en la intensidad de la sombra del pie’o- 
grama, actuales reveladores de la patolo- 
gia renal. 

El nefrograma constituye, pues, una 
meta inmediata que no debe suplantar al 
pielograma, sino que deben sumarse am- 
bos valores para que su comunidad 
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aumente el caudal y la calidad de nues- 
tros conocimientos clinicos. 

Entretanto permitasenos distinguir tres 
tipos de nefrograma, resultado de las ob- 
servaciones clinicas, advirtiendo que por 
el momento no podemos sentar funda- 
mentos etio-patogénicos claros con re- 
specto a los mismos, y sélo su discrimina- 
cién como evidencia de actividad funcional 
renal. 

Podemos distinguir el nefrograma por 
hipofuncion renal, el nefrograma por in- 
hibicién o por intolerancia, como le ha 
llamado Couvelaire, y el enfrograma por 
retencion. Cada una de estas tres modali- 
dades del nefrograma expone un sentido 
patogénico e] que se fundamenta la clasi- 
ficacion, y ello permite su enjuiciamiento 
relativo, no selectivo, con respecto a la 
funci6n parenquimatosa renal en terreno 
de hipétesis. 

Calificamos de nefrograma por “hipo- 
funcién” el que se observa en pacientes 
cuya capacidad funcional del rifién es limi- 
tada o deficitaria sin haber llegado a al- 
canzar la insuficiencia y corresponde a 
pacientes con nefropatias evolutivas bila- 
terales que tienden a la nefroesclerosis. 
En algunos de estos nefropatas cuya cifra 
de urea permite la practica de la explora- 
cidn urografica, con el fin de conocer y 
destacar posibles alteraciones de las vias, 
se aleanza, con frecuencia, la visualizacion 
bilateral del nefrograma acompanado de 
cistograma bien evidente, si bien poco des- 
tacado. Llama la atencién en ellos, la 
ausencia de pielograma completo y solo 
cuanto mas, si la imagen que se proyecta 
es de gran nitidez; con alguna mayor fre- 
cuencia puede observarse alguna que otra 
figura peri-papilar o calicilar de escaso 
valor informativo. Muy raramente se ob- 
serva la imagen de algtn trozo del con- 
ducto ureteral. 

Dificil se hace la interpretacién pato- 
génica de este complejo fenédmeno, si bien 
cabe la siguiente: como tal fendémeno (ne- 
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Fig. 2 (H.C. 13315).—A, néfrograma izdo. a los 15 minutos de la inyeccién del contraste: a los 45 

minutos el riion izdo. seguia silencioso y le fué propuesta la nefrectomia. B (H.C. 169138), nefro- 

grama bilateral en un paciente con nefro-esclerosis juvenil evolutiva. C (H.C. 16913), nefrograma 

bilateral y cistograma, a los 35 minutos. D (H.C. 27487), nefrograma por inhibicion a los 10 mi- 

nutos de la inyeccion. El] periodo de schock, con T.A. Max. 5—La imagen de ambos nefrogramas 
es borrosa por el temblor que sufria el enfermo. 


356 
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Fig. 3 (H.C. 27487).—Nefrograma por inihibi- 

cién a los 15 minutos. Mas destacado por haber 

cesado el temblor y la T. A. Max. ligeramente 
remontada. 


frograma-+cistograma), se observa preci- 
samente en pacientes con nefroesclerosis 
evolutiva que defienden la suficiencia renal 
de excrecién mediante isostenuria con poli- 
uria compensadora, la proporcién de sub- 
stancia yodada disuelta por c.c. de orina es 
tan baja, que dado el escaso volumen de 
liquido acumulado en la pelvis, no aleanza 
la suficiente absorcién de Rayos Réentgen, 
para que imprima suficiente impacto en 
la placa radiografica, lo que ademas queda 
enmascarado por el propio nefrograma; 
por otra parte al acumularse mayor volu- 
men de orina en la vejiga, procedente de 
ambos rifiones, si bien la moluria yédica 
no esta modificada por ser mayor la masa 
de orina acumulada, aumenta la absor- 
cién de Rayos Réentgen proyectando som- 
bra vesical en la placa radiografica, 

Esta es una interpretacion circunstan- 
cial del fendmeno, aceptando la hipétesis 
de la acumulacion yédica en las células 
tubulares como mecanismo causal del ne- 
frograma, como luego se comentara. 

El segundo tipo de nefrograma por 
“inhibicion,” se observa en aquellos paci- 
entes en que la inyeccién del contraste yo- 
dado provoca transtornos de intolerancia 
desencadenantes del sindrome de shock 
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alérgico, manifestado por _ hipotensidon, 
lipotimia, v6mitos, diaforesis profusa, 
etc. En estos pacientes, si se impresiona 
una placa radiografica poco después de la 
inyecci6n endovenosa, durante o inmedi- 
atamente después de finalizado el apice de 
la crisis alérgica, suelen obtenerse perfec- 
tos nefrogramas sin pielograma a pesar 
de que el tiempo transcurrido desde la 
inyeccién corresponda al de esta Ultima 
manifestacion urografica; solamente repi- 
tiedo durante largo tiempo (varias horas), 
la impresion sucesiva de placas radiogra- 
ficas, se aleanza, aunque tardiamente, a 
observar tenues imagenes pielocalicilares. 
Al igual que en el nefrograma por hipo- 
funcion, se obtiene perfecto cistograma. 


En algunos de estos pacientes, al pro- 
longar la observacion roentgenografica se 
obtiene le imagen de la vesicula biliar con- 
trastada, reveladora de que el yodo, al no 
encontrar facil excreci6n por los elemen- 
tos del nefrén, deriva su salida por la 
glandula hepatica. Estos nefrogramas se 
producen por inhibicién de la funcién del 
rinon de origen extra-renal y en estas 
condiciones, si bien una parte de yodo se 
acumula en las células del tubo proximal 
durante los primeros momentos de la in- 
yeccién de contraste, alli queda, y sdlo 
una minima cantidad de substancia yodada 
aleanza a traspasar el filtro glomerular, 
pues dado el descenso subito de la tension 
arterial el fenémeno fisico de la filtraci6én 
se interrumpe; inhibidos ambos rifiones, y 
mas 0 menos saturados de substancia yo- 
dada, el resto de ésta, que continta en la 
sangre, busca salida, lo que en ocasiones 
logra a través de la glandula hepatica; es 
decir, se produce un fendmeno inverso al 
de ciertas colecistografias mediante inyec- 
cién de Biligrafin. 

En tales condiciones fisiopatolégicas, el 
yodo que se acantoné en el tubo, al nor- 
malizar la tensién arterial, restablece la 
excreci6n renal y de ello la aparicién re- 
tardada de las primeras imagenes pielogra- 
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Fig. 4 (H.C. 27487).—A, nefropielograma a los 60 minutos. 
derecho; acimulo de orina yodada en la vejiga; la T.A. Max. ha remontado a 12. B, nefropielo- 


Imagen piélica destacada en el lado 


grama a los 85 minutos. Superpuesta a la sombra renal se observa la imagen del colecistograma. 
C, nefrograma bilateral a los 180 minutos, habiendo normalizado la T.A. Pielograma derecho al 
que se superpone la imagen de la vesicula biliar. D, nefropielograma bilateral a los 240 minutos. 
Superpuesta a la imagen pielo-rena] derecha, la vesicula biliar de menor volumen, bien contrastada, 
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ficas con escaso contraste ya que una par- 
te del yodo ha desaparecido de la sangre 
a través de la glandula hepatica. En reali- 
dad estos pielogramas se deben al retardo 
en la excrecién del yodo interrumpida por 
la inhibicién funcional del rifién; acaso 
también en tales condiciones se produce 
en la célula una acumulaci6én-limite de 
yodo y entonces a tenor de lo presupuesto 
por Bertil Josephson y Julia Kallas, cu- 
ando en la célula tubular el yodo alcanza 
el maximo de capacidad retentiva celular 
(Tm-y), el contraste se extravasa nueva- 
mente a la corriente circulatoria y busca 
salida a través del higado como se ha 
observado. 

El tercer tipo de nefrograma por “re- 
tencion,” se produce cuando la emergencia 
natural de la orina a través del uréter 
queda stbitamente interrumpida coincidi- 
endo en un rifén con pargnquima normal. 
Tal modalidad de nefrograma ha sido fre- 
cuentemente observado y por ello motivo 
de atencién mas generalizada. Hace anos 
Hans Hellmer, Boeminghaus y Wolff ob- 
servaron este fendmeno y el ultimo de 
estos autores describié la llamada ‘“‘pielo- 
grafia blanca, para expresar la ausencia 
de pielograma con la regién piélica mas 
destacada por el contraste del nefrograma, 
lo que atribuy6 a que la orina sin con- 
traste retenida en la pelvis y rodeada por 
la sombra del nefrograma, daba lugar a 
una laguna mas clara. 

Collier al revisar los nefrogramas de 
Hellmer, considero que la sombra lacunar 
interna del nefrograma se dabia al menor 
espesor del parénquima renal que consti- 
tuve las paredes anterior y posterior del 
seno del rifién que limitan la pelvis renal; 
en realidad es probable que ambos factores 
se sumen. 

Fey, Jeanbreau, Michon, Gouverneur, 
Ilicker y Couvelaire, al estudiar el nefro- 
grama que se produce durante el célico ne- 
fritico, coincidieron en rechazar la hipo- 
tesis anteriormente emitida por Ravasini 
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con respecto a la valoracién del nefro- 
grama, para quien tal imagen expresaba 
un estado deficitario del rifén cuando en 
realidad debe ser interpretado en sentido 
contrario, pues para que el fendmeno de 
la fijacién del yodo en el rifién se pro- 
duzca para proyectar nefrograma, re- 
quiere la integridad funcional de los ele- 
mentos nobles de la glandula. Para al- 
gunos de los autores citados, la obtencién 
del nefrograma durante las fases de ob- 
struccién ureteral, se debe a un mecanismo 
de retencion tubular de la orina, al punto 
que varios autores (Gouverneur, Hicker, 
Wesson, Weens, Florence, etc.) han inten- 
tado provocar el nefrograma mediante la 
hiperpresi6n por distension pidlica a tra- 
vés de un catéter ureteral. 

Para Fey y Jeanbreau el dolor del 
célico nefritico desencadena el espasmo 
del anillo muscular peri-papilar de Henle, 
y tal mecanismo contribuye a la retenci6n 
intraparenquimatosa tubular de la orina 
yodada, la cual contrasta el rifén sn dar 
pielograma. 

En realidad cuando el célico nefritico 
por obstruccion, aleanza el apice doloroso 
que interrumpe la funcion excretora del 
rinoén, previamente se ha producido la dis- 
tensi6n maxima de la cavidad pielo-calici- 
lar, tal como se revela en pizlogramas 
tardios al prolongar la exploracién de 
tales pacientes. Precisamente como mecan- 
ismo de inhibicién renal en estos casos 
interviene en primer plano la hiperten- 
sién pielo-tubular que anula el fenomeno 
de la filtracion glomerular al aumentar la 
presion intra-capsular y secundariamente 
se produce la inhibicién tubular, para lo 
cual no interviene la constricci6én peri-papi- 
lar. 

En el nefrograma por retenci6n, por 
ser unilateral y con rifién sano, se vislum- 
bra la patogenia del mecanismo de la re- 
tencién del yodo en la intimidad del 6r- 
gano, probablemente en la célula tubular, 
pues al ser la obstruccion unilateral y en 
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tal rifién se produce el nefrograma, el 
otro, abierto a la excrecién yédica, si bien 
proyecta intenso pielograma, no consigue 
la eliminacion de la totalidad del contraste 
cuya parte alicuota de yodo retiene el 
rinon obstruido. 

El nefrograma unilateral por retencion, 
plantea muchos problemas etiopatogénicos, 
pero a su vez permite establecer hipdtesis 
mas convincentes, las cuales, probable- 
mente facilitaran el camino para el es- 
clarecimiento de la retencion renal del yodo 
como base fundamental del nefrograma 
para su empleo diagnostico. 

Se presupone que ciertas substancias 
yodadas (Diodrast, etc.) despuds de in- 
yvectadas en la sangre producen su mayor 
acumulacion en el rinén y en mucha menor 
cantidad en el higado, al punto que cuando 
se inyectan dosis por debajo que de los 4 
mgrs. por kilogramo de peso, la acumula- 
cién renal que de tal substancia se produce, 
es superior a la que en encuentra en el 
plasma que ha recibido la droga. De ello 
se deduce que la absorcién del yodo por el 
rinon debe ser un fenédmeno vital dependi- 
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ente de su actividad celular, la cual después 
de haber recibido y fijado el yodo en su 
intimidad histiocitaria, pasa a excretarlo, 
lo que pone de manifiesto que la actividad 
de los elementos celulares del rifién es 
doble, primeramente la fijacién del yodo, 
y a continuacion la excrecion. 


De ello se deduce que este supuesto feno- 
meno de actividad celular péxica, requiere 
un tiempo que por su brevedad, normal- 
mente escapa a nuestra observaci6n habi- 
tual, pero que en condiciones patolégicas 
el fendmeno se prolonga, dando motivo a 
la obtencién de nefrograma por la fija- 
cién del yodo en el propio rifon retardando 
la obtencién del pielograma. 

Esta supuesta funcién celular que por 
sus caracteristicas debe ser localizada en- 
tre los elementos del tubo proximal, debe 
ser comparada al fendmeno de la atroci- 
tosis tubular, descrito por Gerard y Cor- 
dier en las células de los tubos renales a 
incluso en las células de los hipernefro- 
mas, fenOdmeno que se asemeja a lo ob- 
servado por Heinderneim en los bastones 
mitocondriales que transportan el carmin 
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de indigo desde la basal celular al extremo 
apical ciliar para su excrecion en el tubo 
urinifero. En el caso concreto del yodo, se 
puede atribuir la misién transportadora 
de éste a través de la célula tubular, a los 
mitrocondrios de Heinderneim, si bien 
otros autores opinan que se ocupan de tal 
transporte enzimas especificos para tal fin, 
los cuales cargan con la droga y siguen 
semejante recorrido intra-celular. 

Cémo transita el yodo por el rindén 
hasta su eliminacion por la orina, con- 
stituye un complejo problema cuyo escla- 
recimiento dara mucha luz, no solamente 
a la patoligia del rifion, sino también a su 
fisiologia. 

Si presumimos que del yodo organico 
inyectado en la sangre en su transito renal, 
una pequefia parte es filtrada por el glo- 
mérulo, pero la mayor cantidad es elimin- 
ada por el tubo contorneado proximal, nos 
interesa sobremanera conocer en qué con- 
diciones normales se produce el fendmeno 
y especialmente en cuanto tiempo la droga 
transita por los elementos tubulares, y de 
ello aleanzar a averiguar los medios para 
que este transito pueda ser regulado arti- 
ficiosamente hasta el punto de poder ob- 
tener, a nuestra voluntad, la imagen radio- 
grafica del rinon impregnado o saturado 
por el contraste yodado. 

Virtualmente el yodo circulante, inyec- 
tado con fines urograficos, es fijado por 
el riién durante un brevisimo tiempo se- 
guido de su inmediata eliminaci6én, con lo 
cual el rinon cumple su funcién excretora 
y la sangre es sucesivamente limpiada 
del cuerpo extrafio hasta su total elim- 
inacion. 

Si consideramos que en un solo transito 
de la sangre por la glandula renal, aquélla 
queda limpia de yodo, cuando la cantidad 
circulante es igual al coeficiente de ab- 
sorcién renal para esta substancia, en el 
tiempo medio de 5-6 minutos suficiente 
para que-todo el caudal sanguineo haya 
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transcurrido por el rinén, habra desapare- 
cido de tal vehiculo la totalidad de yodo 
que al rifion le ha sido posible fijar; éste 
a su vez, con el fin de continuar su funcién 
y tomar de la sangre el resto del yodo 
circulante, comienza inmediatamente la 
excreci6n y dejar lugar para la fijacioén de 
nuevas masas de la droga sin llegar a la 
acumulaci6n patolégica. 

Asi merced a tan rapido mecanismo de 
fijacion y excreciOn, ambos fendmenos al 
simultanearse se superponen, no siendo 
facil su discriminacién y con ello la apari- 
cién del yodo en las vias urinarias es in- 
mediata y continuada sin dar lugar a la 
acumulacion renal (nefrograma) y su vis- 
ualizaci6n se produce al alcanzar las vias 
urinarias dependiente de la acumulacion 
de la orina (rentenci6én pielo-ureteral) . 

Al distanciarse los fenédmenos de fija- 
cién y excrecién renal es posible le visu- 
alizacion renal y solo prolongando la ob- 
servacioOn se obtiene el pielograma, pero 
en lugar de observar este ultimo durante 
el apice normal de la excrecién renal 
(entre los 30 y 60 mits.), sélo se obtiene 
nefrograma por la acumulacién yéddica 
celular y el pielograma se vislumbra mas 
tardiamente, a medida que el fenédmeno 
de excrecion tubular se produce. 

En condiciones patolégicas, este periodo 
de excrecién del yodo se prolonga y como 
ademas en tales condiciones, la moluria 
decrece a bajo grado, la absorcién de 
Rayos X por estas orinas es escasa y no 
alcanza a proyectar sombra que contraste 
con los 6rganos vecinos. Cuando la excre- 
cién renal es normal, la imagen del pielo- 
grama se destaca en la placa por su ele- 
vada concentracién de yodo en la orina, 
pero si uno de los dos rifiones excreta 
deficitariamente, y la observacién urogra- 
fica se limita al tiempo habitual para esta 
exploraci6n, la mayor cantidad del yodo 
inyectado sera excretado por el rifdén 
sano en perjuicio para la visibilidad del 
deficitario; en este supuesto al rinén defi- 
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Fig. 6 (H.C. 19854).—A, pielograma derecho normal; cistograma nitido y calculo en uréter termi- 

nal izquierdo que obstruye el conducto. Silencio funcional del rifién izdo.; el nefrograma esta en- 

mascarado por aereocolia. 8B, pielograma izquierdo a las 32 horas de la inyeccién del contraste, 

finalizada la excreci6n yodada por el R. derecho. C, nefropielograma a las 84 horas de la inyeccién 

del contraste. Imagen mas destacada merced a la desaparicion de la aereocolia. D, nefropielo- 

grama a las 96 horas de la inyeccion del contraste. Calculo en uréter terminal izquierdo y calculo 
pielocalicilar derecho. 
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citario se le califica de ‘“‘mudo” o “silen- 
cioso.”” En muchos casos al prolongar la 
observaciOn urografica durante horas, e 
incluso dias, después de la inyeccion del 
contraste, se aleanza a visualizar las vias 
urinarias de dicho rifén “mudo” o “silen- 
cioso” en un tiempo posterior al rifon 
sano, coincidiendo ademas este fendmeno 
de retardo con la observacién de nefro- 
grama mas destacado en rifoén deficitario 
que en el riién opuesto sano. 

Sabido es que cuando uno de los dos 
rifones estaé profundamente afectado o 
anulado, el yodo circulante es totalmente 
eliminado por el rifién sano en un tiempo 
practicamente habitual a semejanza de lo 
que acontece en el rifién Unico; pero cu- 
ando el rinon afectado que plantea el prob- 
lema a esclarecer, tiene su funcién retar- 
dada o temporalmente inhibida, entonces 
se observan los fendmenos senalados que 
aceptando el concepto del simple transito 
tubular del yodo son de dificil explicacién. 

Veamos qué ocurre e intentemos expli- 
car el hecho tan evidente observado de la 
eliminacién tardia del yodo, En pacientes 
con un rifién normal y el otro obstaculizado 
mecanicamente por bloqueo ureteral, el 
pielograma se produce con toda normali- 
dad por el primero y en el tiempo habitual 
la imagen pielo-ureteral crece y decrece 
hasta desaparecer, signo este ultimo de la 
total eliminacién del yodo por dicho rinén, 
mientras que por el rinén problema, el 
enfermo, en igual tiempo no proyecta el 
correspond‘ente pielograma, pero si ne- 
frograma aparecido a poco de la inyecci6n 
de contraste y que persiste incluso después 
de desaparecido el pielograma opuesto; en 
estas condiciones, si prolongamos el tiempo 
de observacién roentgenolégica, podemos 
aleanzar la aparicién de pielograma por 
el rinon enfermo. 

Seguin las actuales presunciones, una 
pequena parte del yodo inyectado es fil- 
trada por el glomérulo y el resto lo ex- 
cretan las células del tubo controneado 
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proximal, las cuales dan salida al yodo cir- 
culante en la sangre conducido, jpor una 
enzima?; cuando tal funcién no es posible 
por uno de los dos rifiones carente de la 
suficiente permeabilidad glomerular y tub- 
ular, esta masa yodica rechazada por el 
rino6n patolégico sigue en la sangre e in- 
mediatamente al nuevo transito de ésta 
con su carga yodica por el rinén opuesto— 
el sano—, éste compensa la deficiencia del 
enfermo tomando de la sangre la totalidad 
restante de substancia yodada para su 
inmediata excrecién tubular; por tanto, 
segun esta interpretaci6n, no seria posi- 
ble el nefrograma del rifén deficitario y 
tampoco el pielograma tardio, pues todo 
el yodo circulante deberia haber sido elim- 
inado por el rifén sano en funcién com- 
pensadora vicariante del deficitario. 

Donde se acantona pues el yodo, para 
que, habiendo finalizado el rifién sano su 
eliminacién habitual, aparezca mas tarde 
la imagen pielo-ureteral del opuesto? 
iDénde quedé retenido el yodo que en su 
momento oportuno, no pudo traspasar la 
barrera glomérulo-tubular y pasar con la 
orina a las vias excretoras, ni tampoco ser 
recogido por la sangre para su traslado al 
rindn opuesto funcionante para su_ in- 
mediata eliminacion por éste? 

Para que el yodo aparezca tardiamente 
en la orina de uno de los rifones, finalizada 
la excrecion por el opuesto, es necesario 
que esta droga se acantone en un lugar de 
su transito normal por un mecanismo ac- 
tivo de fijacién en espera de su excrecién, 
sin que pueda ser retirado de su acan- 
tonamiento por la sangre circulante. 

Si el yodo quedase almacenado en el 
intersticio tubular del rinon deficitario, 
como presume H, Smith, a lo que llama 
“stockage”’ parenquimatoso, la circulacion 
sanguinea se encargaria de recogerlo y 
transportarlo al rifoén opuesto para su 
completa eliminacién del organismo e in- 
cluso, como puede observarse ser eliminado 
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Fig. 7 (H.C. 19854).—A, nefropielograma bilateral a los 12 minutos, restablecido el enfermo después 


de la expulsion del calculo ureteral izdo. 


B, nefropielograma izquierdo a las 6 horas de la inyec- 


cion del contraste, habiendo finalizado la excrecién yodada por el R. derecho. C, nefropielograma 
izquierdo a las 10 horas y media de la inyeccién del’ contraste, habiendo finalizado la excrecion 
yodada por el R. derecho. 


por el higado; asi no habria lugar a la 
excreci6n tardia por el rifén deficitario 
que presenta nefrograma retentivo, pues 
el rifoén sano eliminaria de la sangre todo 
el yodo sin dar lugar a que se observasen 
signos tardios de eliminaciOn de contraste 
en las vias proyectando pielograma el 
rinon deficitario. 

Para Narath, el almacenamiento ydédico 
puede ser intratubular e incluso intra- 
celular. En el primer supuesto la reten- 
cién intratubular del yodo tendria menor 
interés, pues el contraste en la luz tubular 
traspasaria. el umbral renal parenquima- 


toso y se situaria en las vias urinarias; 
ademas la masa yodica intratubular seria 
prontamente diluida por la orina, no 
siendo posible la persistencia prolongada 
del pielograma y solo podria dar lugar al 
nefrograma. 

Seguin el supuesto de Smith, de la acu- 
mulacion intersticial, el yodo se compor- 
taria a semejanza de cuando se provoca el 
bloqueo tubular renal por “competicién” 
para impedir la rapida eliminaci6n por el 
tubo renal de los antibiéticos circulantes 
en la sangre, con lo cual estas drogas per- 
sisten en el organismo por un mayor 
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tiempo, prolongando su accién terapéu- 
tica, merced a su lenta eliminaci6n por el 
rinon. Este mecanismo de competicién o 
de bloqueo del trabajo excretor tubular por 
otra substancia, no es aceptable para ex- 
plicar la retencién renal del yodo, pues en 
el supuesto de que el fenédmeno de com- 
peticién se produzca sélo en el rifién en- 
fermo, el yodo, al continuar circulante en 
la sangre, seria excretado por el rifoén 
opuesto sano y no habria lugar a excrecion 
tardia por el érgano enfermo, tal como ha 
sido observado. Ademas tal fenédmeno ha 
sido ya provocado experimentalmente me- 
diante la carinamida, con la particulari- 
dad, que inyectando el yodo después de 
aquélla, el contraste no entra en la célula 
tubular, y si la administracion se invierte 
dando tiempo a que el yodo se acumule en 
la célula renal, la subsiguiente administra- 
cién de carcinamida frena la excrecién y 
el yodo renal no pasa a la orina, como ha 
sido observado por Josephson y Kallas. 


A. Engstrém y B. Josephson, estudiaron 
mediante histo-radiografia directa de cor- 
tes micrométricos de rifén de conejo, la 
localizacién histocitica del Diodrast pre- 
viamente inyectado por via venosa; pudie- 
ron observar en las histo-radiografias que 
el yodo se acumula de preferencia y en 
cantidad maxima en las células tubulares, 
y con gran diferencia en menos, en los 
glomérulos, como puede apreciarse en las 
figuras adjuntas. 

Para tales estudios, los citados autores, 
inyectaron en los conejos cantidades vari- 
ables de yodo por klg. de peso del animal, 
sacrificandoles entre los 3 y 60 minutos 
después de la inyeccién, con el fin de cono- 
cer los distintos periodos e intensidades de 
excrecién del yodo; inmediatamente ob- 
tenian por congelacién cortes de rifién de 
5 a 25 micras, en las que mediante histo- 
radiografia segun técnica de Engstrém, 
localizaron las acumulaciones histociticas 
del yodo en los elementos constitutivos del 
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nefron y comprobaron que el yodo se en- 
contraba en mayor cantidad en las células 
tubulares en funci6n de la dosis inyectada 
y del actimulo, éste ultimo dependiente del 
transporte tubular maximo. 

La marcada preferencia del yodo para 
la célula tubular, que tan destacadamente 
se revela en estas histo-radiografias, asi 
como la retencién celular que la prueba de 
competicién mediante la prueba de cari- 
namida, han observado Josephson y Kal- 
las, constituye el punto central de la cues- 
ti6n a estudiar, y de este transito celular 
depende la eliminacion retardada del yodo 
previamente supeditada a una accion ini- 
cial y fundamental de fijacién de éste por 
las células del tubo proximal hasta alcan- 
zar la acumulaciOn maxima, que acaso 
puede corresponder a la carga tubular o 
fijacion celular maxima en funcién de 
tiempo. 

En diferentes P.D. se ha constatado que 
la eliminacion renal del yodo sufre retardo, 
al punto que 48 horas después de la inyec- 
cién del contraste, cuando los vestigios de 
excrecién por un rifén han desaparecido, 
se obtiene pielograma por el rinén opuesto, 
que en el comienzo de la prueba, ha 
mostrado un nefrograma muy destacado 
exponente de la fijacién previa del yodo 
en dicho rinon. 

iCémo explicar esta lentitud o retardo 
en la excrecién renal? Es indudable que si 
el yodo inyectado se eliminase en su mayor 
parte por filtracién glomerular por un 
hecho puramente fisico, no se produciria 
retencién renal de éste para su eliminacion 
lenta y tardia; tampoco si el yodo quedase 
acantonado en el intersticio tubular mer- 
ced a un fendmeno semejante al de la 
competicién farmacologica, el contraste 
yodado acumulado seria recogido por la 
red capilar peri-tubular y transportado 
por la corriente sanguinea al rifén opuesto 
permeable, con lo cual el yodo que en el 
rifén patolégico no pudiese traspasar la 
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barrera tubular, seria excretado por el 
sano sin dar lugar al nefrograma del pri- 
mero. Si la eliminacion por filtraje glo- 
merular de esta masa de yodo fuese cierta, 
que no lo es, la retenci6n seria intra-tubu- 
lar, es decir dentro de la via de excrecion, 
en cuyo caso cabria pensar en la posibili- 
dad de un fenémeno de absorcién seme- 
jante, aunque a la inversa topografica, al 
de competicion, pues una parte muy im- 
portante del yodo retenido seria reabsor- 
bido en las vias obstruidas y trasladado 
por la sangre al rifién opuesto para su 
eliminacién, segin ha demostrado Boe- 
minghaus. De ello deducimos, que tanto 
en el espacio intersticial inter-tubular, 
como en la propia luz tubular, el yodo no 
puede permanecer estacionado por mucho 
tiempo, pues la corriente circulatoria pro- 
cederia a su traslado para ser eliminado 
del organismo a través del rifon opuesto 
permeable. Por otra parte los experimen- 
tos citados por Josephson y Ka!las con- 
firman el aserto en otro sentido, 

En observaciones clinicas urograficas, 
finalizada la eliminacién del contraste por 
el rifén sano la excreci6n por el enfermo 
se retarda apareciendo el pielograma horas 
e incluso dias después de desaparecido el 
pielograma del rinon sano. Si fuese cierto 
que el contraste quedase retenido en las 
vias (canaliculares y calices) al produ- 
cirse la reabsorcién local demostrada por 
Boeminghaus, la imagen pielo-renal tardia 
del rinon enfermo no se_ produciria. 
Descartado el fenédmeno de la competicion 
tubular, la retencién o acantonamiento del 
yodo débese buscar en un lugar de per- 
manencia prolongada, entre la luz y el 
intersticio tubular y que solo puede ser la 
propia célula del tubo urinifero que fija 
el yodo, por la cual transita y es excretado 
con la orina. 

Si aceptamos por exclusién que el yodo 
no se acantona en un deposito accidental, 
sino que la célula tubular lo absorbe de la 
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Fig. 8.—Celulas tubulares radio-opacas por ab- 
sorcién del Diodrast en franco contraste con la 
menor opacidad del ovillo glomerular. Ausen- 
cia del contraste en la luz tubular. (Micro-histo- 
radiografias cedidas por B. Josephson.) 


sangre y fija para su excrecion secundaria, 
se trata de un fendmeno de trabajo activo 
celular que en condiciones normales se 
produce con tal rapidez que con los medios 
actuales no podemos constatar con exac- 
titud, pero que en ciertas condiciones pato- 
légicas en que la funcion celular se retrasa 
o realiza con lentitud, este supuesto fend- 
meno de “Yodopexia celular” del rifén al 
prolongarse, hace apreciable el nefro- 
grama y se confirma con la tardia apari- 
c'6n del pielograma, cuando por el rinén 
opuesto la excrecién celular normal ya 
ces6. De ello se deduce el fendmeno de 
““Yodopexia celular” exponente de una ac- 
tividad de la célula tubular que presupo- 
nemos a la luz de las observaciones uro- 
graficas. 
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Nuestros conocimientos actuales acerca 
la funci6én normal renal, los deducimos de 
la presencia 0 ausencia de la imagen pro- 
yectada por el molde pielo-calicilar, por 
la absorcién de las Rayos X, dependiente 
de la concentracién yédica y por las modi- 
ficaciones morfolégicas de la imagen, que- 
dando nuestra fuente informativa limitada 
por la barrera constituida por el Area cri- 
bosa papilar que se intepone entre las 
cavidades colectoras de la orina y el parén- 
quima. Todo cuanto por detrds de esta 
barrera acontece durante la excrecién del 
yodo inyectado con fines diagnéstico, es 
poco conocido y nuestras presunciones las 
deducimos de las modificaciones pielo- 
calicilares que constituyen el espejo en el 
que se reflejan las alteraciones renales. 


Nuestro empefo debe ser orientado 
como primer paso en el esclarecimiento 
del mecanismo de fijacién y excrecién del 
yodo por el rifién, tanto en estado normal 
como en condiciones patolégicas minimas, 
en que la funcién esta temporalmente al- 
terada y no se encuentra suficientemente 


d 


modificada o inhibida que imposibilite la 
eliminacion del contraste yddico y la len- 
titud funcional propia del 6rgano enfermo 
facilita la percepcién de intimos fenéme- 
nos rena'es imposibles de apreciar en con- 
diciones normales por su rapidez, con los 
actuales medios de investigacion. 
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Water from snow and ice is always harmful because, once it has been frozen, 
it never regains its previous quality. The light, sweet and sparkling part of it is 
separated and vanishes leaving only the muddiest and heaviest part, You may prove 
this, if you wish, by measuring some water into a jar and then leaving it out in 
the open air on a winter’s night in the coldest spot you can find. Next morning 
bring it back into the warmth again and, when it has thawed, measure it a second 
time. You will find the quantity considerably less. This shows that in the process 
of freezing, the lightest and finest part has been dried up and lost, for the heaviest 
and densest part could not disappear thus. For this reason I consider such water 


to be the most harmful for all purposes. 


—Hippocrates 
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voisier hizo la primera colecistec- 

tomia subserosa y sutur6é el abdomen 
sin dejar canalizacion se sucit6 el problema 
de las indicaciones de ésta en la colecistec- 
tomia. Han transcurrido casi noventa anos 
y todavia hoy en 1958 continua sin resol- 
verse definitivamente ésta situacion qui- 
rurgica. Es por esto que decidi traer ante 
ustedes mi experiencia personal en los 
ultimos anos para contribuir con éste 
pequeno esfuerzo a resolver una situacion 
que en mi concepto debe quedar estable- 
cida definitivamente. Mi deseo es que dis- 
cutiéndose esto en el seno de éste XI Con- 
greso Internacional de Cirujanos se llegue 
a una conclusiOn precisa y quizas defini- 
tiva. — 

Sin que yo me lo explique claramente 
en el caso especifico de la colecistectomia 
muchos cirujanos eminentes de mi Pais y 
del Extrajero continuan empleando sis- 
tematicamente la canalizacién en todos los 
operados de colecistectomia. Después de la 
hazana extraordinaria de Courvoisier en 
1866, Rotter y Godman pusieron gran 
empefio en precisar las indicaciones abs- 
tencionistas y afirmaron que cuando se 
efectua la peritonizacion total de la super- 
ficie cruenta, se elimina todo foco supu- 
rado o gangrenado, se hace perfecta 
hemostasia y una oclusi6n o ligadura satis- 


[) weisi el ano de 1866 en que Cour- 
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The indications for drainage atter 
cholecystectomy are discussed and 
the arguments against it analyzed. 
The author maintains that if the op- 
erative technic is adequate (satisfac- 
tory ligature of the cystic duct and 
the cystic artery and care in the han- 
dling of hepatic tissue), and if gel- 
foam is used to cover the gallbladder 
bed and the pedicles, drainage is 
unnecessary. In his experience cho- 
lecystectomy without drainage has 
prevented a great many undesirable 
postoperative sequelae. His opinion 
is based on the results of 193 cho- 
lecystectomies with drainage, per- 
formed at the General Hospital, the 
French Hospital and the Central Sur- 
gical Service of Mexico City. 











factoria del cistico no se necesita canalizar. 
Después se produjo una corriente favora- 
ble a la no canalizacién con partidarios 
tan eminentes como Ritter, Shulz y Von 
Haberer. Este ultimo hizo hincapie en la 
cuidadosa peritonizacién del mufon del 
cistico para obtener éxito en el procedi- 
miento. 

En 1922 Oleano presenta al Congreso 
Italiano de Cirugia una estadistica de 
setenta y dos casos de colecistectomia sin 
canalizacion. 
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El] célebre cirujano Italiano Profesor 
Donati en ese mismo Congreso se declara 
partidario de ésta misma técnica y con- 
cluye que el éxito depende de una técnica 
operatoria precisa y metéddica y presenta 
una serie de veintisiete casos operados con 
excelentes resultados. 

El método sigue siendo aceptado y a la 
lista de Cirujanos que lo practican se agre- 
gan los nombre de Chiasserini, Alessandri, 
Babbini, Giulani, Gullotta y Leo en Italia. 

Entonces surge el eminente Cirujano 
Pribam que practica la carbonizacion de 
la mucosa de la vesicula biliar cuando no 
puede practicar la colecistectomia sub- 
serosa y cierra el abdomen sin canaliza- 
cin. 

Posteriormente Thorek sustituye la car- 
bonizacién por la electrocoagulacion y 
sigue practicando la no canalizacion. 

Ya entonces se comprende que no sola- 
mente pueden dejarse sin canalizar los 
casos en que la peritonizacion sea perfecta 
sino otros en que este requisito no pueda 
llenarse. 

En 1933 Mirizzi publica su magnifica 
monografia sobre la colecistectomia sub- 
serosa sin canalizacién afirmando “que los 
progresos de la técnica aumentan el nt- 
mero de éxitos y facilitan la practica del 
método, dando en una palabra mayor 
seguridad.” 

Prat en 1954 en su obra El] Drenaje en 
Cirugia dice textualmente: “El anhelo y 
afan de los Cirujanos de perfeccionar la 
terapeutica quirurgica de las vias biliares 
influy6 para que se preocuparan de supri- 
mir el drenaje, que a veces es necesario y 
a menudo indispensable, no deja de ser un 
factor de imperfeccién de la operaci6én, 
que algunos catalogan como un elemento 
de la enfermedad operatoria o ‘enferme- 
dad del drenaje.’ Es por eso que muchos 
cirujanos se preocuparon de suprimir el 
drenaje biliar y en primera linea figura 
Pribam en esta orientacién y también 
Mirizzi . . . y mas adelante continua: Es 
digno destacar que toda la Cirugia Mun- 
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dial tiene el deseo y la aspiracién del pro- 
greso quirurgico y la supresién del drenaje 
cuenta como una de las principales inquie- 
tudes y si no ha sido suprimido totalmente, 
ello se debe, como lo comprobamos ya, en 
el drenaje del hepatocolédoco, por el temor 
que tienen los Cirujanos de que al realizar 
un perfeccionamiento técnico se haga en 
perjuicio de la seguridad de la vida del 
paciente.” 

Los Cirujanos contrarios a estas ideas 
reprochaban al procedimiento 1° el peli- 
gro del coleperitoneo; 2° la infeccién y la 
peritonitis derivada de ello; 3° el hemo- 
peritoneo. 

El coleperitoneo puede presentarse por 
safadura o deslizamiento de la ligadura 
del cistico, por aumento de la tensién de 
los canales biliares. 

Otras veces se produce, dicen estos au- 
tores, por necrosis del mufon del cistico, 
en el sitio de la ligadura, porque su vitali- 
dad se disminuye por la pérdida de su 
envoltura célulo-peritoneal. 

En otras ocasiones es la lesién de un 
conducto biliar accesorio que en forma 
anomala puede presentarse en el lecho he- 
patico de la vesicula y no ser reconocido 
como tal. 

El coleperitoneo también podria presen- 
tarse por goteo biliar por lesién del paren- 
quima hepatico cuando no se respeta la 
lamina célulo-fibrosa que separa la vesi- 
cula del tejido hepatico. 

También puede producirse por herida 
de las vias biliares extrahepaticas en el 
momento de la diseccion del pediculo. 

El segundo inconveniente senalado por 
los autores contrarios a la colecistectomia 
sin canalizacion es la infeccién que se pro- 
duce cuando en el curso de la intervenci6n 
se vierte el contenido de la vesicula infec- 
tada en el peritoneo lo que podria traer 
posteriormente una peritonitis. 

Finalmente se habla también del hemo- 
peritoneo debido a la safadura de la liga- 
dura del mufion de la arteria cistica 0 a 
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hemorragia del tejido hepatico del lecho 
vesicular. 

Analisando estos inconvenientes vere- 
mos que es necesario que los Cirujanos que 
actuen sobre vias biliares esten lo suficien- 
temente entrenados para evitar los y 
entonces en muy contadas ocasiones se 
veran precisados a utilizar la canalizaci6n 
después de la colecistectomia. 

La colecistectomia sin drenaje ofrece 
muchas ventajas que nos hacen fervientes 
partidarios de ella y desear que cada dia 
se generalise mas esta técnica en beneficio 
de los enfermos. 

Como dice Mirizzi “una de las esperan- 
zas puestas en la colecistectomia sin 
drenaje ha sido la supresion, la limitacién 
de las adherencias o al menos si su forma- 
cién es inevitable, su incapacidad de pro- 
ducir dolores y trastornos mecanicos.” 

Davis afirma que las adherencias post- 
operatorias gozan un papel importante en 
las secuelas de la colecistectomia y segun 
él la causa de su produccion es el drenaje 
sub-hepatico y la hemostasia imperfecta. 

Mirizzi cree que esta afirmacion es ex- 
cesiva pues existen otras causas produc- 
toras de secuelas, pero esta de acuerdo en 
que en la colecistectomia con canalizacién 
se producen a no dudarlo mas adherencias. 


Desmarest dice que las adherencias epi- 
ploicas desempefian un papel importante 
en la génesis de los dolores tardios de la 
colecistectomia con drenaje y piensa que 
el Gnico medio de evitar el sindrome dolo- 
roso punto de partida frecuente de una 
verdadera enfermedad, es practicar la 
colecistectomia sub-serosa seguida de la 
sutura de la laparotomia sin colocar 
drenaje. 

Las adherencias son también suceptibles 
de provocar trastornos mecanicos. El] 
punto de partida de este proceso adheren- 
cial es el lecho de la vesicula, de donde 
irradian en todos sentidos hasta bloquear 
el espacio subhepatico. Se debe hacer 
notar que a pesar de la frecuencia de la 
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colecistectomia con canalizacion, las oclu- 
siones que la siguen son raras, sin embargo 
los hechos confirman que a pesar de esta 
baja frecuencia, la canalizacion influye sin 
lugar a duda en la produccién de estas. 
Todos estos hechos son los que hacen afir- 
mar a Mirizzi que la colecistectomia ideal, 
como él la llama, no evita de una manera 
absoluta la formacion de adherencias pero 
la limita grandemente sobre todo en los 
predispuestos. 

Otra de las ventajas del procedimiento 
es el evitar las hemorragias postoperato- 
rias que se producen en el momento de 
retirar la canalizacion pues es bien sabido 
que la mayor parte de estos enfermos son 
insuficientes hepaticos y predispuestos a 
las hemorragias. Estas pérdidas sangui- 
neas algunas veces pueden ser bastante 
abundantes, incluso para poner en peligro 
la vida del enfermo y necesitar transfu- 
si6n sanguinea de urgencia, y en algunas 
Ocasiones incluso, una segunda interven- 
cién al no poder controlar la hemorragia 
por el orificio de la canalizaci6n. 

Esto es particularmente importante cu- 
ando el cirujano sabe previamente de esta 
insuficiencia o existe una ictericia reciente 
lo que hard comprender facilmente la 
utilidad que tiene la supresi6n de la canali- 
zaciOn en estos enfermos; de ello resulta 
que la sutura completa de la cavidad peri- 
toneal después de la colecistectomia evita 
una complicacién grave y da una mayor 
seguridad desde el punto de vista de la 
evoluci6n postoperatoria, 

Por otra parte se sabe que la sutura 
completa de la herida de la laparotomia 
es la mejor profilaxis de la eventraci6én. 
En todos los enfermos en que la pared ha 
sido cerrada sin canalizaci6n se abrevia el 
periodo postoperatorio. 


Oleano llama la atencion sobre el menor 
porcentaje de complicaciones pulmonares, 
de ileo paralitico y de trombosis y Russel 
Verbrycke sobre la dismimucién de los 
vémitos postoperatorios en la colecistec- 
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tomia sin drenaje. 

Se puede decir en términos generales 
que la colecistectomia ideal o sin canaliza- 
cidn esta indicada en todos los casos en 
que la enfermedad litidsica se encuentra 
en su fase vesicular, de donde se deduce 
que es muy importante actuar con un diag- 
néstico preciso y con ‘el conocimiento lo 
mas exacto posible del estado de las vias 
biliares antes de la intervencién. Actual- 
mente se cuenta con medio de contraste 
extraordinarios como el biligrafin que pue- 
den ayudar grandemente al conocimiento 
del estado fisico y funcional de las vias 
biliares antes de la intervencioén. 

En resumen: Podemos afirmar que en 
el ano de 1958 se debera practicar la co- 
lecistectomia sin canalizaci6én en todos los 
casos, primero, en que la enfermedad litia- 
sica se encuentre en su fase vesicular e 
incluimos en esto los casos de vesiculas 
escleroatréficas, de hidrocolecistos y de 
piocolecistos incluso con adherencias que 
hayan bloqueado el espacio subhepatico. 

Creemos que sin canalizacién se ob- 
tienen evoluciones mas rapidas y satisfac- 
torias, se evita el peligro de las hemor- 
ragias al retirar el drenaje y también las 
eventraciones y la mayor parte de las 
secuelas postoperatorias que son a no du- 
darlo debido a las adherencias. 

En mi practica personal en los ultimos 
anos he podido efectuar ciento noventa y 
tres colecistectomias sin canalizacién, con 
resultados satisfactorios, con evolucién 
postoperatoria buena y con un porcentaje 
minimo, no mayor de dos por ciento de 
secuelas postoperatorias dolorosas que han 
podido ser tratadas facilmente. En ninguno 
de los casos ha habido necesidad de re- 
operar lo que considero extraordinario al 
comparar con estadisticas de colecistec- 
tomias con canalizaciOn en que las secuelas 
postoperatorias graves llegan frecuente- 
mente a un diez por ciento y en muchos 
casos Obligan al cirujano a una segunda 
intervencion. 
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En todos mis operados uso un empaque 
de Gelatina purificada (Gelfoam) para 
cubrir el lecho vesicular y el pediculo del 
cistico y de la arteria cistica y en todos he 
obtenido magnificos resultados sin tener 
un solo caso de coleperitoneo o de hemo- 
peritoneo. 

Los casos operados han sido de colecis- 
titis crénicas calculosas, vesiculas esclero- 
atroficas, hidrocolecistos y piocolecistos. 

Posiblemente por el uso de los antibi6- 
ticos en los ultimos afios no he tenido 
oportunidad de encontrar ni colecistitis 
gangrenosas ni perforaciones de la vesi- 
cula. 

Estos enfermos han sido operados en el 
Hospital General, Pabell6n 3 y Pabellon 
Gaston Melo, en el Hospital Frances y en 
la Central Quirtrgica de la Ciudad de 
México. 

CONCLUSIONES 


1. En este trabajo se hace historia en 
relacién con las indicaciones de la canali- 
zacién después de la colecistectomia. 

2. Se analizan los argumentos en contra 
de la canalizacién sistematica después de 
la colecistectomia, 

3. Se sostiene que cuando existe una 
buena técnica operatoria (ligadura satis- 
factoria del conducto cistico, de la arteria 
cistica y respeto al tejido glandular hepa- 
tico) y se utiliza Gelfoam para cubrir el 
lecho hepatico de la vesicula y los pedi- 
culos no es necesario canalizar después de 
la colecistectomia atin cuando se trate de 
casos de piocolecisto. 

4. Se afirma que con la técnica de cole- 
cistectomia sin canalizacién se disminuye 
un gran porcentaje de secuelas postopera- 
torias. 

5. Se fundamenta todo esto en el resul- 
tado de ciento noventa y tres colecistecto- 
mias sin canalizacién operadas en el Hos- 
pital General (Pabellén 3 y Pabellén Gas- 
ton Melo), Central Quirtrgica y Hospital 
Frances de México. 








traer calculos de su interior 0 simple- 

mente para explorar el contenido de 
las vias biliares extrahepaticas, en vez de 
hacer la sutura directa de la brecha cole- 
dociana, se acostumbra canalizar tempo- 
ralmente dicho canal mediante la coloca- 
cién de una sonda en T con las ramas 
cortas dentro del canal y la rama larga 
hacia el exterior, por donde escurrira la 
bilis y por donde se puede hacer el control 
radiografico de los canales mediante la 
inyeccién de una sustancia radiopaca, 


eo se abre el colédoco para ex- 
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El Uso de la Sonda de Cattell en Cirugia Biliar 
(Use of Cattell’s Sound in Biliary Surgery ) 


FRANCISCO PUENTE PEREDA, M.D. 


MEXICO D. F., MEXICO 





The number of patients with post- 
operative complications following 
surgical treatment of the gallbladder 
and bile ducts increases every day. 
The commonest of these are recur- 
rence of stones in the common duct, 
fibrosis of the ampulla of Vater, and 
traumatic stricture of the common 
duct. 

To prevent these conditions the 
author recommends careful surgical 
handling; operative cholangiograph- 
ic studies; probing of Vater’'s am- 
pulla with Bakes dilators up to No. 
8 or 9, and the use of the long Cattell 
T tube. All these procedures com- 
bined will help to minimize the inci- 
dence of the postcholecystectomy 
syndrome. 














La sonda usada para ese fin ha sido la 


de Kerr, cuya rama transversal mide 
10 cm., y la longitudinal partiendo a 90 

del centro de ésta, tiene una longitud 
aproximada de 35cm. Esta sonda ha sido 
modificada por diversos autores para faci- 
litar su empleo, dando diversos angulos 
a la entrada de la porcién vertical en la 
transversal, 0 como en el caso de la sonda 
ideada por Maingot, haciendo que la por- 
cidn transversal de la sonda sea unica- 
mente una canaladura, lo que facilita su 
extraccion posterior. 

Sin embargo, la sonda ideada por Cattell 
tiene una diferencia fundamental, que con- 
siste en que las ramas transversales son 
tan largas como la rama vertical, y esta 
ideada para que la porcién superior de la 
rama intracanalicularque va a quedar en 
contacto con el conducto hepatico se re- 
corte a la longitud necesaria de acuerdo 
con el enfermo, y que la rama inferior que 
va a llegar hacia la porcion distal del colé- 
doco, atraviese el Ampula de Vater y entre 
al duodeno en una buena extension. 

Esta sonda garantica asi la canalizacion 
de la bilis en el duodeno, sin que haya el 
riesgo de un mal funcionamiento esfinte- 
riano, durante el tiempo que dura colo- 
cada, y disminuye asi las molestias post- 
colecistectomia. 

En forma indirecta ha influido mucho 
también en la mejor evolucién de los en- 
fermos operados de vias biliares, pues 
obliga al cirujano a efectuar una explora- 
cién cuidadosa de los canales extrahepati- 
cos, asi como a dilatar el esfinter de Oddi 
hasta pasar la serie de dilatadores de 
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Bakes como tiempo preliminar a su colaca- 
cién, con lo que se hace una mejor cirugia 
de la regiédn. Sus indicaciones espe- 
ciales son: 

Ictericia obstructiva. 

Fibrosis 0 estenosis del esfinter de Oddi. 

Calculos residuales de colédoco. 

Reconstruccién de vias biliares post- 
quirurgica. 

1. Ictericia Obstructiva. 

En éstos casos, en los que frecuente- 
mente se encuentra un calculo enclavado 
en el ampula de Vater, ademas de otro 
numero variable de calculos en el interior 
del colédoco y hepatico, se practica la cole- 
docostomia en la forma usual, se extraen 
los calculos del interior de los canales con 
lapinza de calculo, y si no es posible hacer 
la extraccion final del calculo enclavado a 
través de la brecha coledociana, se debera 
abrir el duodeno en su segunda porcion, 
para hacer a la vista la dilatacién de la 
papila, la extraccion del calculo enclavado, 
si es necesario previa esfinterotomia, y 
finalmente dilatar con los dilatadores de 
Bakes el ampula hasta obterner un calibre 
suficiente. Una vez que se ha obtenido la 
limpieza total del canal con suero y que se 
esta seguro de que no queda ningtn cal- 
culo, se pasa la rama larga de la sonda de 
Cattell por la coledocostomia y se atra- 
viesa por el ampula de Vater hacia el 
interior del duodeno; se corta al tamano 
la rama superior y se introduce en el 
hepatico comun y a continuacién se sutura 
la brecha duodenal mediante sutura trans- 
versal en dos planos y se sutura la co- 
ledocostomia a los lados de la sonda con 
puntos totales, perpendiculares a la inci- 
si6n. 

Se’ha visto que cuando se hacen manio- 
bras bruscas para dilatar el esfinter de 
Oddi vy el Aampula de Vater por estar poco 
permeables debido a edema inflamatorio, 
se presentan pequefias hemorragias sub- 
mucosas que posteriormente dejan una 
cicatriz que puede estenosar dicha regién 
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aun mas que antes hacer la dilatacién 
forzada. Por lo tanto el paso de la sonda 
de Cattell sirve de molde a la cicatriza- 
cién, obligando a que la fibrosis deje un 
calibre suficiente para el escurrimiento 
correcto de la bilis al duodeno. Para 
obtener éste resultado, la sonda debe per- 
manecer un tiempo largo en su sitio, ac- 
tuando como mandrin del sitio traumati- 
zado. Este tiempo puede ser de 6 a 12 
meses y atin mas tiempo si es necesario. 

2. Fibrosis 0 estenosis del Oddi. 

En todos los casos operados de vias 
biliares se debe tener principalmente cui- 
dado en explorar la entrada del colédoco en 
el duodeno, para estar seguros de que esa 
zona es permeable, o de no serlo saber el 
grado de estrechamiento y si éste es redu- 
cible facilmente. Para ello se hace uso del 
juego graduado de dilatadores de Bakes 
en-forma progresiva. Cuando la estenosis 
no permita elpaso de los dilatadores con 
facilidad, no hay que hacer maniobras 
bruscas innecesarias, pues existe el riesgo 
de producir una falsa via en el colédoco 
perforante hacia cavidad abdominal, que 
puede producir graves complicaciones al 
enfermo. Cuando la dilatacién no sea 
maniobra facil se debera abrir el duodeno 
para hacer la revisién visual del 4ampula 
y la dilataci6n a la vista de la zona angus- 
tiada hasta obtener un calibre correcto, 
pasando como en el caso mencionado antes 
la rama larga de la sonda de Cattell a 
duodeno, y suturando las heridas duodenal 
y coledociana. 

3. Calculos residuales de colédoco. 

Esta que es una de las complicaciones 
frecuentes en la cirugia de vias biliares, es 
sin duda la preocupaciOn constante del 
cirujano cuando efectta una colecistecto- 
mia, sobre todo en los casos en que se en- 
cuentran calculo vesiculares pequenos y 
canal cistico dilatado. 

Este tipo de complicaciones ha dismi- 
nuido en nuestr practica por dos causas 
principales: 
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a) empleo de la colangiografia opera- 
toria, y 

b) exploracién sistematica del ampula 
de Vater y dilatacién amplia de la misma 
en los casos de coledocoliatisis, con empleo 
posterior de la sonda en T larga de Cattell. 

Como en los casos anteriores, no hay 
que vacilar en practicar una duodenosto- 
mia si existe duda repecto al estado de 
permeabilidad de la papila Vateriana. Mas 
vale hacer una operaciOn un poco mas 
amplia que tener que reoperar al enfermo 
para extraer un calculo residual. Desde 
luego, usando la colangiografia operatoria, 
se debe hacer una placa de control con 
sustancia de contraste después de colocada 
la sonda en T para revision final. 

4. Reconstruccion de vias biliares. Este- 
nosis traumatica de colédoco. 

Esta es sin duda una de las indicaciones 
precisas del empleo de la sonda de Cattell, 
principalmente cuando se hace una recon- 
struccion directa del canal estenosado 
mediante anastomosis termino - terminal, 
pues en ese caso la sonda garantiza la pro- 
teccién de la sutura tanto por la falta de 
tensién dentro del canal al forzar la bilis 
al duodeno como por servir de molde para 
la cicatrizacion. En éste caso debera estar 
en su'sitio un mimimo de 12 meses. 

Para el manejo de la sonda de Cattell 


PEREDA: CATTELL’S SOUND 


hay que recordar que la porcién intraduo- 
denal puede taparse con facilidad por estar 
en contacto con el paso de los alimentos, 
por lo que en los casos de estadia prolon- 
gada de la sonda es necesaria la irrigaci6n 
frecuente de la misma para evitar que se 
tape, pues entonces su efecto podria ser 
contraproducente. 

Las placas de control posoperatorio se 
hacen a través de ésta sonda igual que 
con cualquier otra sonda en T y su extrac- 
cién no ofrece mayores dificultades que las 
que se presentan para extraer una sonda 
de rama corta. 


CONCLUSIONES 


Cada dia es mayor el numero de enfer- 
mos operados de litiasis vesicular que pre- 
sentan posteriormente trastornos, debidos 
ya sea a litiasis residual del colédoco, a 
fibrosis del A4mpula de Vater, o a estenosis 
traumatica del colédoco. 

Para evitar estos trastornos tan serios 
para el enfermo se recomienda: cirugia 
cuidadosa, colangiografia operatoria, dila- 
tacién sistematica del 4mpula de Vater y 
el empleo de la sonda en T larga de Cattell. 

Llevando a cabo los postulados enuncia- 
dos antes, vemos como disminuye el Ila- 
mado sindrome post-colecistectomia. 


Although tragedy and despair seemed constant companions, had Semmelweis 


stopped to evaluate his life he must have felt a certain sense of pride and satis- 
faction. In spite of his defeats he had accomplished much. He had saved many 
lives in Vienna and now he was saving many more in Budapest. Looking back over 
the past years he could have seen that he had done much to foster the spread of his 
beloved Lehre. More than a thousand midwives and Hungarian doctors had been 


instructed in his clinic and had gone out to practice his methods of antisepsis. 


—Slaughter 





Eduttorial 





British Surgeons and Anatomists 


Sixteenth to Eighteenth 


LLOYD G. STEVENSON, M.D., Ph.D.* 


MONTREAL, QUEBEC, CANADA 


T appears to be common opinion that 

Renaissance England lagged far behind 

its continental neighbors in the study 
of anatomy. Not only did Englishmen fall 
short, in the sixteenth century, of the high 
standards in investigative zeal that char- 
acterized their rivals, most of all the 
Italians, but they even failed to show any 
sign of interest in the new knowledge 
others were uncovering for the general 
benefit of medicine and surgery. 

To what extent, and in what way, the 
“new anatomy” of Vesalius and his suc- 
cessors was made accessible to the profes- 
sion at large is a question necessarily 
linked with consideration of the nature of 
current and subsequent practice and the 
value placed on anatomic learning by those 
whose concerns were more practical than 
humanistic. Although Singer has pointed 
out that for many of the commoner aims of 
contemporary surgery the older anatomy, 
despite its many shortcomings, served rea- 
sonably well, there is no doubt that the 
better surgeons were quick to recognize 
that their requirements could be better 
met by more extensive and more precise 
information. Interest was not limited, 
however, to the guidance that might be 
expected in operative surgery, then and 
for long afterward a matter of limited 
scope, but embraced such general medical 
and physiologic problems as the lesser cir- 
culation. 


*Dean of the Faculty of Medicine, McGill University. 
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During the forthcoming months of 
1959 and as long thereafter as pos- 
sible, the editorial pages of the 
Journal of the International College 
of Surgeons will be occupied by 
presentations of rare and extraordi- 
nary historic value, the lectures pre- 

‘ sented at the International Surgeons’ 
Hall of Fame on medical and surgi- 
cal history from the earliest recorded 
achievements to those of our own 
times. We believe that Journal read- 
ers who were not able to attend the 
lectures will find them as exciting as 
did the audiences present at their 
delivery. The story of progress in 
the healing arts and the giants of 
medicine and surgery to whom we 
owe the amazing brilliance and 
scope of modern achievement is in- 
trinsically thrilling and is a vital 
part of the education of every cul- 
tivated man and woman, inside or 
outside the profession. It is al- 
together fitting that it should appear 
in these pages, since the Interna- 
tional College of Surgeons is first, 
last and always a teaching institu- 
tion. 











That no original contributions of any 
significance came out of England must be 
conceded. On the other hand, it is far from 
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true that the English profession was tot- 
ally indifferent to the new developments. 
Unfortunately Thomas Vicary’s A profit- 
able Treatise of the Anatomie of mans 
body, published in 1577, has been taken 
as the characteristic work of the period, 
and an unprofitable treatise it was. As 
Sir D’Arcy Power, Sandford V. Larkey 
and Owsei Temkin have pointed out, how- 
ever, there were others who were more 
alert to the advantage of fresh studies. 
The interest of modern historians in 
everything that relates to Vesalius has di- 
rected much attention to the Vesalian com- 
pendium published by Thomas Geminus in 
1545, only two years after the appearance 
of the first edition of the De Humani Cor- 
poris Fabrica, and Nicholas Udall’s trans- 
lation of this compendium, dated 1559. 

These works were responsible for the 
spread of Renaissance anatomy in Eng- 
land. They were assisted toward this end 
by an anatomic text published by John 
Banister in 1578 under the picturesque 
title, The Historie of Man sucked from the 
sappe of the most approved Anathomistes. 
The title is, in fact, an exact indication of 
the book’s contents, for Banister employed 
the most up-to-date information available 
to him. The irony of fate and the indolence 
of authors have deprived Banister of his 
proper place in the history of dissemina- 
tion of the new knowledge. He has been 
condemned for his “extreme worship of 
authority” and his many references to 
Galen. Power, Larkey and Temkin have 
rescued him from his detractors by demon- 
strating that his chief reliance was on 
Vesalius and especially on Columbus. 
Sir D’Arcy Power has shown that in the 
picture of Banister giving the “visceral” 
lecture at the Barber Surgeons’ Hall 
in 1581 the book on the lectern is the De 
Re Anatomica of Columbus, and he even 
identified the passage to which it is 
opened. 
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Thus early did British surgeons—and 
Banister was a busy surgeon whose other 
works are practical surgical treatises— 
devote themselves to the study of anatomy 
and the provision of sound instruction for 
their juniors. Unhappily, most practi- 
tioners of surgery were ill educated, and 
since the scientific contributions of Euro- 
pean doctors commonly appeared in Latin, 
such help as that given by Banister and 
Udall was essential. Even so, the in- 
corporated surgeons of London often felt 
the necessity of calling upon physicians, 
who belonged to a learned profession and 
who had direct access to the original Latin 
sources, to deliver anatomic lectures. It 
was early in the seventeenth century that 
a great British physician and anatomist, 
William Harvey, put English medical 
science in the van of progress by the 
greatest discovery in biology that the age 
can boast. 


The predominant position of Italy in 
forwarding anatomic research was chal- 


lenged in the seventeenth century by half 
a dozen of her neighbors. The Parisian 
schools, at least from the point of view of 
the practical training of the surgeon, were 
soon in the lead, for it was in these schools 
that the student himself, so far as is 
known, was first handed the knife and 
encouraged to dissect for himself as a 
routine procedure. The “Parisian method” 
was taken up in England in the next cen- 
tury. 

A Bylaw of 1566 forbade anatomic dis- 
section elsewhere than at the Hall of the 
old United Company of barbers and sur- 
geons established by Henry VIII, but when 
the Surgeons’ Company became a separate 
entity in 1745 this Bylaw was not re- 
enacted by the new Company, and conse- 
quently the opening of private schools of 
anatomy became possible. Peachey has 
quoted from the Westminster Journal of 
20 December, 1746, to show that at least 
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five or six lectures on anatomy were then 
given each night in London during the 
winter session. Cecil Wall has noted that 
“in this year William Hunter took over 
Samuel Sharpe’s lectures to the Society of 
Naval Surgeons and, by introducing the 
Parisian system of practical dissection, 
soon developed a flourishing school. It is 
said that in 1748 he had twenty pupils 
and in 1756 more than a hundred.” This 
was the beginning of the famous Wind- 
mill Street School, with which we associate 
the names of the Hunter brothers and 
those of Hewson, Cruikshank, Abernethy, 
Cooper and Bell. 

The Windmill Street School, though by 
far the best known of such establishments, 
was not alone in the work and did not 
open a new field of endeavor. J. F. South 
and Cecil Wall have traced the varying 
status of the anatomic lectures provided 
by the College itself, and while it must 
be admitted that the College did not in 
fact rival private enterprise in this regard, 
it did take official cognizance of the im- 
portance of anatomy and contribute, in 
early times somewhat falteringly, to what 
may be called the “basic science training” 
of the surgeon. 

Samuel Sharpe, who has been mentioned 
as William Hunter’s immediate predeces- 
sor in the teaching of anatomy, was one of 
the favorite pupils of the great William 
Cheselden, himself the author of anatomic 
works, one of which remained a popular 
text for many years. Osteology was 
Cheselden’s special province, but he con- 
tinues memorable for his surgical con- 
tributions to the practice of lithotomy 
and to ophthalmology. It was in ophthal- 


mology that Sharpe particularly excelled. 

In the course of the eighteenth century 
the strong anatomic tradition of British 
surgery became well established. Oxford 
had slumbered peacefully in undiminished 
respect for. Hippocrates, Galen and Avi- 
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cenna, but even Oxford underwent an 
anatomic awakening. Meantime the Lon- 
don schools of anatomy, most of which 
began in private hands but gradually be- 
came associated with the medical schools 
growing up around the great teaching hos- 
pitals, were rivaled in eminence by Edin- 
burgh lecture theaters and laboratories. 


One of the principal areas in which 
British advances in practical surgery were 
evident was the area explored by John 
Hunter in introducing his famous opera- 
tion for popliteal aneurysm. It was not 
long before his pupils, Abernethy, Cooper 
and others, were successfully tying this 
major vessel and that, usually under emer- 
gency circumstances; the culmination of 
the trend was reached in Cooper’s liga- 
tions of the abdominal portion of the 
aorta. In this, as in the other branches 
of surgery they practiced, the pupils of 
John Hunter went to work with great 
speed and assurance, fortified by a knowl- 
edge of anatomy probably much more ex- 
tensive and exact, on the whole, than that 
of their present-day successors. As 
Cooper’s works on the breast and on her- 
nia suffice to indicate, they made them- 
selves the masters of surgical anatomy in 
special areas with the object of perform- 
ing good elective work too. But Cooper, 
the master surgeon-anatomist of his time, 
never neglected to keep fresh his acquaint- 
ance will all parts of the body, and it is 
said that he hardly passed a day without 
dissecting. 

One of the striking features of the De 
Motu Cordis of William Harvey is the 
astonishingly large number of different 
species of animals his researches led him 
to dissect. England later developed a 
notable school of comparative anatomists, 
with John Hunter occupying the pre- 
eminent position. Hunter, like Cuvier 
after him, hoped that the comparative 
study of many classes of animals would 

















lead to important results in physiology. 
He himself pursued other avenues of ap- 
proach as well. His experimental work 
threw some light on various aspects of 
physiology and pathology, and he even 
made a beginning in the study of 
endocrinology. Unluckily, many of his dis- 
ciples restricted themselves almost com- 
pletely to morphologic researches, supple- 
menting their work of this kind with much 
speculation in the vein of Hunter. Re- 
inforced by the growing national senti- 
ment of antivivisectionism, both within 
and without the profession, this resulted 
in a too exclusive reliance on anatomy. 
“In the animal body,” wrote Sir Charles 
Bell, “the parts present distinct textures, 
and are laid in a natural and perfect 
order; it is necessary only to trace the 
tubes, or to observe the symmetrical order 
of the nervous cords, that we may discover 
their respective uses; the motions, whether 
of the solid or fluid parts, are so regular 
and uniform, that the whole offers a sub- 
ject for observation and induction. Anat- 
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omy is already looked upon with prej- 
udice by the thoughtless and ignorant: 
let not its professors unnecessarily incur 
the censures of the humane. Experiments 
have never been the means of discovery; 
and a survey of what has been attempted 
of late years in physiology will prove that 
the opening of living animals has done 
more to perpetuate error than to confirm 
the just views taken from the study of 
anatomy and natural motions.” 

It is small wonder that anatomy, both 
human and comparative, long flourished 
in Great Britain at the expense of experi- 
mental investigation. It has formed one 
of the great strengths of British surgery, 
supplemented a little later by pathologic 
anatomy; at the same time, it has stood 
in the way of the development of physiol- 
ogy and, by the same token, that of phys- 
iologic surgery. Fortunately the strength 
of the tradition has survived the over- 
throw of the once unconquerable prejudice 
it brought in its train. 


An historic case of perforated gastric ulcer was that of the Duchess of Orleans, 
daughter of Charles I, who died on June 29, 1670, at Saint-Cloud. A graphic de- 


scription of the symptoms produced and of the terrible sufferings of the royal pa- 


tient was written by Madame de la Fayette, one of the ladies-in-waiting. 


—Hamilton Bailey, F.R.C.S. (Eng.), F.A.C.S., F.R.S. (Edin.), 


F.I.C.S. (Hon.) 
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The following books have been re- 
ceived by the Editor; they will be re- 
viewed critically as space and facilities 
permit. Omission of more extended re- 
view, however, is not to be taken as criti- 
cism of the merit of the book. 











Operative Surgery. Edited by Charles Rob 
and Rodney Smith. London: Butterworth & 
Co., Ltd.; Philadelphia, F. A. Davis Co., 1956. 
Vols. 1 and 2 of 8 (plus index). Profusely 
illustrated. 


Le Diagnostic du Cancer d’Estomac a la 
Periode Utile (Diagnosis of Carcinoma of the 
Stomach at the Time Most Favorable for 
Treatment). By Rene A. Gutmann. Paris: G. 
Doin et Cie, 1956. Pp. 257. 


Pathology and Surgery of the Veins of the 
Lower Limbs. By Harold Dodd and Frank 
Cockett. Baltimore: The Williams & Wilkins 
Company, 1957. Pp. 462, illustrated. 


Spinal Cord Compression. By I. M. Tarlov. 
Springfield, Ill.: Charles C Thomas, Pub- 
lisher, 1957. Pp. 147, with 41 illustrations. 


Functional Bracing of the Upper Extremi- 
ties. By Miles H. Anderson. Springfield, III.: 
Charles C Thomas, Publisher, 1958. Pp. 463. 
Illustrated. 


The Clinical Management of Varicose 
Veins. By David Woolfolk Barrow. New 
York: Paul B. Hoeber, 1957. Pp. 167, with 
70 illustrations. 


Homosexuality, Transvestism and Change 
of Sex. By Eugene de Savitsch. London: 
William Heinemann Medical Books Ltd., 
1958. Pp. 120. 


Temporal Lobe Epilepsy. Edited by Mait- 
land Baldwin and Pearce Bailey; Co-Editors, 
Cosiamo Ajmone-Marson, Igor Klatzo and 
Donald Tower. Springfield, Ill.: Charles C 
Thomas, Publisher, 1958. Pp. 581. Reviewed 
in this issue. 


The Management of Emergencies in Tho- 
racic Surgery. By John Borrie. New York: 
Appleton-Century-Crofts, 1958. Pp. 340, with 
numerous illustrations. Reviewed in this issue. 


The Physician’s Own Library. By Mary 
Louise Marshall. Springfield, Ill.; Charles C 
Thomas, Publisher, 1957. Pp. 80. 


Physical Examination of the Surgical Pa- 
tient. By J. Englebert Dunthy and Thomas 
W. Botsford. Philadelphia: The W. B. Saun- 
ders Company, 1958. 2d ed. Pp. 375, with 
203 illustrations. Reviewed in this issue. 


On the Cerebrospinal Fluid in Normal 
Children and in Patients with Acute Abac- 
terial Meningo-Encephalitis. By S. Widell. 
Lund, Sweden: Berlinyska Boktryckerict, 
1958. Pp. 102, with 25 tables and 13 illustra- 
tions. Reviewed in this issue. 


Obstetrics and Gynecologic Milestones: 
Essays in Eponymy. By Harold Speert. New 
York: The Macmillan Co., 1958. Pp. 700. Re- 
viewed in this issue. 


Lesions of the Lower Bowel. By Raymond 
J. Jackman. Springfield, Ill.: Charles C 
Thomas, Publisher, 1958. Pp. 347, with 
endoscopic illustrations in color. Reviewed in 
this issue. 


Medulloblastoma. By Benjamin L. Crue Jr. 
Springfield, Ill.: Charles C Thomas, Pub- 
lisher, 1958. Pp. 206, with 16 illustrations. Re- 
viewed in this issue. 


The Psychology of Medical Practice. By 
Mare H. Hollender. Philadelphia: The W. 
B. Saunders Company, 1958. Pp. 276. Re- 
viewed in this issue. 
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On the Cerebrospinal Fluid in Normal 
Children and in Patients with Acute Abac- 
terial Meningo-Encephalitis. By S. Widell. 
Lund, Sweden: Berlinyska Boktryckerict, 
1958. Pp. 102, with 25 tables and 13 illustra- 
tions. 


This investigation deals with the amount 
and composition of the cerebrospinal fluid 
protein in normal children of different ages. 
Studies were also made on cerebrospinal 
fluid from children and adults with acute 
abacterial meningoencephalitis in different 
stages of the disease, with particular atten- 
tion to the connection between clinical symp- 
toms and changes in the protein level of the 
cerebrospinal fluid. The cell count of the 
fluid was also studied systematically. The 
protein content was analyzed by electro- 
phoresis, with determination of the X frac- 
tion, albumen, and Alpha,, Alpha,, Beta,, 
Beta. and gamma fractions. 

A total of 123 samples of cerebrospinal 
fluid from 98 normal children and 31 normal 
adults was studied. The cell count was ob- 
served to be high (0-15) during the first 
three months of life. The individual varia- 
tion was considerable, especially during the 
first three weeks. The protein content was 
also higher (33 to 119 mg. per hundred milli- 
liters) during the neonatal period. It then 
decreased successively to reach a minimum 
(mean value 16.6 mg. per 100 ml) between 
the ages of 9 months and 2 years. Thereafter 
it again increased gradually to a maximum 
(mean value, 35.6 mg. per hundred millili- 
ters) in adults (31.59 years of age). The 
albumin fraction varied with age in paral- 
lelism to the total protein content. The other 
protein fractions, except gamma _ globulin, 
showed roughly a converse variation. 

Acute abacterial meningoencephalitis is 
defined as an acute infection with meningeal 
or cerebral symptoms, increase in the num- 
ber of cells in the cerebrospinal fluid, steril- 
ity of the fluid on microscopic examination 
and culture. Usually its course is brief and 
benign. In all, 119 cases were studied, 








60 of the patients being children and 59 
adults. Of the children, 33 had mumps 
meningoencephalitis and 27 other types. Only 
15 adults had mumps meningoencephalitis, 
44 had other types. A total of 256 samples 
of cerebrospinal fluid from these 119 patients 
were studied. 

At onset of the disease the cell content of 
the cerebrospinal fluid was usually higher 
with mumps meningoencephalitis than with 
other forms. No relation between symptoms 
and changes in the cerebrospinal fluid was 
observed with mumps meningoencephalitis, 
but there was a clear correlation between the 
symptoms and these changes in other forms 
of meningoencephalitis. The changes con- 
sisted of a marked increase in cell count and 
protein content and a relative concentration 
of gamma globulin. It was concluded that 
the changes in the central nervous system 
associated with mumps meningoencephalitis 
are relatively benign and localized mainly to 
the meninges. Abnormalities in the protein 
content of the cerebrospinal fluid are con- 
sidered due to disturbed meningeal permea- 
bility. No correlation was found between the 
results of electroencephalographic study 
and changes in the fluid. 


HAROLD C. Voris, M.D. 


Physical Examination of the Surgical Pa- 
tient. By J. Englebert Dunthy and Thomas 
W. Botsford. Philadelphia: The W. B. 
Saunders Co., 1958. 2d ed. Pp. 375, with 203 
illustrations. 


The second edition of Physical Examination 
of the Surgical Patient is excellent. The au- 
thors have presented a concise text on an 
essential subject. In the opinion of this re- 
viewer they have relegated laboratory data to 
their proper place—secondary to a thorough 
physical examination. 

The format of the book makes for easy 
reading and quick reference. The work,can 
be recommended wholeheartedly, both to the 
student and to the practicing physician. 

PHILIP THOREK, M.D. 


















Nonprofit Corporations and Associations. 
By Howard L. Oleck. Englewood Cliffs, N.J.: 
Prentice-Hall, Inc., 1956. Pp. 460. 


This guide to the formation, operation and 
dissolution of tax-exempt organizations gives 
pertinent advice on how to get maximum tax 
benefits, how to draw up bylaws, how to con- 
duct meetings, etc. All types of nonprofit 
organizations are discussed—the school, the 
college, the hospital, the fraternal organiza- 
tion, the scholarship foundation, and so on. 
The book is of particular value to hospital 
administrators and men interested in profes- 
sional organizations. 


O. C. 


Lesions of the Lower Bowel. By Raymond 
J. Jackman. Springfield, Ill.: Charles C 
Thomas, Publisher, 1958. Pp. 347, with 
endoscopic illustrations in color. 


The illustrations place this work in a class 
by itself. The color plates from proctoscopic 
photographs are the best I have seen, being 
sufficiently true to life to be useful as refer- 
ence in proctoscopic examinations. Happily, 
they are numerous. The author’s description 
of anorectal anatomy is well done, avoiding 
the overcomplicated and the diffusely de- 
tailed. It is clear, simple, accurate and read- 
ily remembered. The monograph is based 
chiefly on the author’s own experience in a 
large number of cases. Unlike much related 
writing, the work emphasizes diagnosis. Sur- 
gical therapy, however, is afforded adequate 
presentation. 

Most anorectal operations are relatively 
simple, and a properly supervised resident 
can become reasonably proficient, if allowed 
a fair number of operations, in a year. This 
is not true of anorectal diagnosis; it is here 
that the surgeon without proctologic train- 
ing errs. Years ago Dr. Collier F. Martin, 
long-time dean of Philadelphia proctologists, 
was firm in his opinion that two years’ train- 
ing in a proctologic service or clinic was im- 
perative if he were to have consistently ac- 
curate diagnoses from postgraduate students 
on which he could depend at the operating 
table. Doctor Jackman’s regard for the im- 
portance of diagnosis is well advised and 
praiseworthy. 
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Any physician interested in proctology 
would do well to have this book, and it should 
be available to all proctologic residents. 


CLEMENT L. MARTIN, M.D. 


The Psychology of Medical Practice. By 
Marc H. Hollender. Philadelphia: The W. 
B. Saunders Company, 1958. Pp. 276. 


The author, who is professor and chairman 
of the Department of Psychiatry at the State 
University of New York and Director of the 
Syracuse (N.Y.) Psychiatric Hospital, main- 
tains that, although the physical and psychic 


, approaches to the patient are intertwined, 


they cannot be studied from the same point 
of view. The patient’s emotional reaction 
to his illness and its treatment can determine 
the effectiveness of the therapy. 

Dr. Hollender gives most of his attention 
to doctor-patient relations in medicine, sur- 
gery, obstetrics and pediatrics, as the broad 
fields in which the medical man works. The 
approaches he suggests in these general fields 
can be adapted, he suggests, to the various 
specialties. 

Special chapters have been contributed by 
Dr. Leonard Stine, assistant professor of 
clinical medicine at the Chicago Medical 
School; Dr. Ernest M. Solomon, instructor 
in the Department of Obstetrics and Gynecol- 
ogy, Northwestern University Medical School 
(Chicago); and Dr. Julius B. Richmond, pro- 
fessor and chairman of the Department of 
Pediatrics, State University of New York 

In the last two decades the psychiatrist, 
the psychoanalyst, the psychologist and the 
general practitioner have perforce assumed 
many of the functions once performed by 
the minister or priest. The doctor is every- 
one’s “confessor.”” Psychiatric considerations, 
therefore, are a part of every medical man’s 
daily practice. Dr. Hollender’s suggestions 
as to the management of patients with medi- 
cal problems, with carcinoma, impending op- 
erations, with loss of limbs, etc., as well as 
victims of postpartum psychoses, are down- 
to-earth and notable for their common sense. 
The book is recommended to all who under- 
take the healing art. 


O. C. 
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An Introduction to the Study of Experi- 
mental Medicine. By Claude Bernard. Trans- 
lated by Henry Copley Greene, with an intro- 
duction by Lawrence J. Henderson and a 
new foreword by I. Bernard Cohen. New 
York: Dover Publications, Inc., 1958. Pp. 226. 


This new paper-bound edition is the only 
major work of Claude Bernard, the great 
French physiologist now available in Eng- 
lish translation. First published in 1865, the 
text is still used in philosophy courses in 
France. It was first issued in English in 
1927 and was reprinted in 1949. This new 
edition will find welcome readers everywhere 
as a medical classic which has not become 
passé. 


M. T. 


The Management of Emergencies in Tho- 
racic Surgery. By John Borrie. New York: 
Appleton-Century-Crofts, 1958. Pp. 340, with 
numerous illustrations. 


Although this book deals with a so-called 
specialty, it is written for those who see the 
patient first, be it a general practitioner or 
intern or a nurse. Mr. Borrie is to be compli- 
mented on an excellent format and a concise, 
pithy presentation of his subject. He has 
discussed all types of thoracic emergencies, 
from endobronchial foreign bodies to cardiac 
arrest, with aids to diagnosis and methods of 
treatment. Many roentgenograms have been 
reproduced to depict specific conditions. 

This book can be recommended to sur- 
geons, general practitioners, house physi- 
cians and nurses. 


PHILIP THOREK, M.D. 


Medulloblastoma. By Benjamin L. Crue Jr. 
Springfield, Ill.: Charles C Thomas, Pub- 
lisher, 1958. Pp. 206, with 16 illustrations. 


This monograph deals with one of the group 
of intracranial gliomas. Initially the author 
takes up the problems of neoplasms in general, 
and then the pathologic aspects of medullo- 
blastoma and the relation of this tumor to 
other intracranial tumors. Age and sex dis- 
tribution, clinical symptoms, differential diag- 
nosis and, finally, treatment and prognosis 
are taken up in turn. The work is well 
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documented; the bibliography contains 401 
references. 

In the author’s opinion, about 200 cases of 
medulloblastoma occur each year in the United 
States. In at least three-fourths of these the 
patients are children under 15 years of age. 
The incidence in the male is twice that ob- 
served in the female. The symptoms of this 
tumor are mainly those of increased intra- 
cranial pressure plus, perhaps, the syndrome 
of the cerebellar vermis, with ataxia most 
marked on standing. The usual therapeutic 
approach is surgical exploration; verification 
of the lesion by biopsy; decompression, and 
irradiation of the tumor site and the entire 
neural axis. Although the average survival 
period is less than a year, a few cases of sur- 
prisingly long survival have been reported. The 
patients have generally been elderly, which 
raises the possibility of misdiagnosis, a slower 
growing type of medulloblastoma or of “matu- 
ration” of the tumor. The last-mentioned 
might conceivably be induced by irradiation. 

This monograph presents a thorough review 
of the available literature on an important 
group of intracranial tumors and will be of 
interest to neurosurgeons, neurologists, pedia- 
tricians and pathologists. 


HAROLD C. Voris, M.D. 


Obstetrics and Gynecologic Milestones: 
Essays in Eponymy. By Harold Speert. New 
York: The Macmillan Co., 1958. Pp. 700. 


This is one of the most delightful books I 
have ever read, both because of the subject 
matter and because of the manner in which the 
author has compiled and presented his data. 
Regrettably, medical history interests far too 
few physicians. 

As Speert points out in his preface, “Human 
names embellish the terminology of every 
science and art, identifying man’s major dis- 
coveries, inventions and creations and perpetu- 
ating the fame of the pioneers who advance 
civilization’s frontiers.” 

The book is divided into nine parts, entitled 
as follows: (1) Anatomic Parts, Landmarks 
and Measurements; (2) Clinical Signs, Tests 
and Rules; (3) Phenomena of Pregnancy and 
Labor; (4) Bacteria; (5) Ovarian Tumors; 
(6) Syndromes; (7) Positions; (8) Instru- 











ments, and (9) Operations and Therapeutic 
Procedures. In these nine sections the author 
tells the stories behind 79 eponyms. In many 
instances more than one man’s name is as- 
sociated with a disease, syndrome or instru- 
ment. In addition to the true history of the 
eponyms there is a brief account of each man’s 
life from both the professional and the per- 
sonal point of view. 

In all cases the original publications were 
consulted by the author. Articles published 
in Latin, Italian and Russian were translated 
for the author, but he himself did a magnif- 
icent job with the German and French transla- 
tions. Each chapter has a photograph of the 
man or men responsible for the eponym, and 
there is at least one illustration of the subject 
of the eponym. There is also a list of refer- 
ences at the end of each chapter. 

This book will prove fascinating not only to 
physicians but also to lay persons. It is beau- 
tifully written and expertly printed. The 
amount of time and effort put into the accumu- 
lation of the data must have been enormous. 
The author had to use great ingenuity in 
tracking down information for some of his 
essays. One story that proves the author’s 
tenacity is the one about Brenner (p. 374). 
Unbelievable as it may seem, when Brenner 
was finally located in Johannesburg, where he 
migrated from Germany in 1923, he ‘“‘was very 
much surprised to hear that the tumor he 
described ’way back in 1907 was known by 
his name.” 

To anyone who would like to spend several 
pleasant and profitable evenings I recommend 
this book most highly. 


J. P. GREENHILL, M.D. 


Temporal Lobe Epilepsy. Edited by Mait- 
land Baldwin and Pearce Bailey; Co-Editors, 
Cosiamo Ajmone-Marson, Igor Klatzo and 
Donald Tower. Springfield, Ill.: Charles C 
Thomas, Publisher, 1958. Pp. 581. 

This is the record of the Second Interna- 
tional Colloquium on temporal lobe epilepsy. 
The reports and discussions are presented as 
given. The discussions follow each panel or 
series of reports. There are 33 reports by a 


total of 56 contributors, presented in five sep- 
arate sessions that were held on March 22 and 
23, 1957. 


In the five sessions the anatomic, 
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the physiologic and especially the electroen- 
cephalographic aspects of the condition, the 
pathologic picture, the relation of neuro- 
chemistary to seizures, the results of surgical 
removal of the temporal lobe and various clini- 
cal aftermaths of temporal lobectomy were 
considered in turn. 

It is impossible in a review to summarize 
the different views and attitudes of the various 
contributors. Everyone interested in epilepsy, 
especially in its surgical treatment, will wish 
to study the record of this colloquium in 
detail. 

It was more or less agreed that removal of 
a considerable portion of the temporal lobe 
on one side will produce relief of seizures in 
30 to 40 per cent of properly selected cases of 
psychomotor or temporal lobe epilepsy and 
material benefit in another 15 to 20 per cent, 
with few if any significant neurologic or 
psychoic side effects. More radical unilateral 
or bilateral resection may improve the results 
as far as control of seizures is concerned, but 
often at the cost of serious permanent neuro- 
logic and psycholic deficits. 

Everyone interested in epilepsy, especially 
in its surgical treatment, will wish to study 
the record of this colloquium. 

HAROLD C. Voris, M.D. 


Memoirs of a Golden Age. By Maurice 
Davidson. Springfield, Il.: Charles C Thom- 
as, Publishers, 1958. Pp. 140. Illustrated. 

In this nostalgic little volume Dr. Davidson 
looks back on the Oxford of the late nineteen 
hundreds, which seems to him to be a “golden 
age,” before World War I set political pots 
boiling all over the world. The writer is 
concerned not only with the development of 
the medical school but with the humanities— 
music and drama, ecclesiastics, traditions 
and ceremonies, and the persons identified 
with the Oxford of that day. The book is 
really a personal appreciation of those per- 
sonalities who are less familiar to the Amer- 
ican than to the European reader but well 
worth knowing. The book is something of a 
plea for the outmoded ideal of education for 
the few, but its loving presentation of the 
Oxford of yesteryear is good reading’ for 
all who are interested in general education. 

M. T. 
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The Birth of Normal Babies. By Lyon P. 
Strean. New York: Twayne Publishers, Inc., 
1958. Pp. 194. 


Approximately 90 per cent of all pregnancies 
result in the birth of normal, healthy infants. 
Unfortunately, 10 per cent produce miscar- 
riages, stillbirths, or babies with birth defects. 

Dr. Strean, a full-time research scientist, 
has made many discoveries in the fields of 
medicine and dentistry and was associated 
with the early development of penicillin and 
cortisone. His findings in this instance are 
supported in a foreword by Dr. H. E. Leh- 
mann, of the Verdun (Quebec) Protestant 
Hospital. 

The book is based upon 60 case histories, 
from which the author deduces that the major 
cause of these tragedies is stress, of one kind 
or another, during the first three months of 
pregnancy. The stress may be due to a fall, a 
blow, powerful medicines (e.g., penicillin), 
venereal diseases, metabolic diseases, dermati- 
tis—or even an unhappy and unpleasant en- 
vironment. 

Dr. Strean’s interest is in prevention, and 
his text is highly informative and optimistic. 
It should be read by prospective parents as 
well as obstetricians, gynecologists and general 
practitioners. Welfare workers will also find 
the book illuminating and useful. 


—O. C. 


Cardiac Arrest and Resuscitation. By Hugh 
E. Stephenson Jr. St. Louis: The C. V. Mosby 
Company, 1958. Pp. 378. Illustrated. 


This is an extensive and exhaustive study 
of the increasingly important problem of car- 
diac arrest, with many contributors. It is a 
scholarly contribution to the literature, based 
on a study of 1,700 cases reported in the Car- 
diac Arrest Registry, which the author him- 
self established. Eight years in preparation, 
the work includes a bibliography of 56 pages, 
which includes practically every authoritative 
report on the subject. 

The research was made possible by a grant 
from the United States Public Health Service 
and funds from the Institute of Neurological 
Diseases and Blindness of the National Insti- 
tutes of Health, as well as from the John and 
Mary R. Markle Foundation. 
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Dr. Stephenson, who is Professor and Chair- 
man of the Department of Surgery at the 
University of Missouri, says that his interest 
in cardiac arrest was stimulated while he 
served as an assistant to the late Dr. Evarts 
A. Graham at Barnes Hospital in St. Louis in 
1948. Other contributors to the text are 
Elwyn L. Cady Jr., Medicolegal Consultant, 
Kansas City, Mo.; Clarence D. Davis, Associate 
Professor of Obstetrics and Gynecology, Yale 
University; Alex L. Finkle, Assistant Clinical 
Professor of Urology, University of California, 
San Francisco; Willem J. Kolff, member of the 
staff of the Division of Research of the Cleve- 
land Clinic Foundation; Norman Morris, 
Bellevue Medical Center, N.Y.; and William 
A. Sodeman, Dean and Head of the Depart- 
ment of Medicine, Jefferson Medical College, 
Philadelphia. 

This text, however, is much more than a 
review of the literature. It is a comprehen- 
sive report of everything that is known on the 
subject, including incidence under all condi- 
tions, diagnosis, etiology, management, pre- 
cautions and complications, prevention, elective 
cardiac arrest for operations on the open 
heart, postresuscitative care and long-term 
neurologic sequelae. The index is thorough. 

This text is an important addition to the 
literature on the subject. 


—MAX THOREK 


Callander’s Surgical Anatomy. By Barry J. 
Anson and Walter G. Maddock. Philadelphia: 
4th Edition. The W. B. Saunders Company, 
1958. Pp. 1,157, with 1,047 illustrations. 


A master anatomist and a seasoned surgeon 
have combined to bring out the fourth edition 
of Callander’s Surgical Anatomy. The result, 
as one would prognosticate, could only be an 
excellent one. This book has followed the 
pattern of its predecessors in that the ration- 
ale of surgical procedures, rather than the 
detailed steps, is stressed. The text is pre- 
sented regionally, so to speak, in that nine 
parts are included: The head, the neck, the 
thorax, the abdomen, the pelvis, the perineum, 
the vertebral column and spinal cord, the 
upper extremity and the lower extremity. The 
derivatives of the branchial arches are shown 
in figure 81. This is difficult material to pre- 
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sent; the close collaboration between artist and 
author, however, leaves little to be desired in 
the understanding of Reichert’s and Meckel’s 
cartilages. The section pertaining to the dia- 
phragm, particularly the all-important sub- 
ject of hiatal hernia, is presented in some 
detail and is illustrated beautifully. Figure 
277 shows the types of diaphragmatic hernia 
in an unusual and appealing way. This book 
can be recommended unreservedly to any one 
interested in surgical anatomy. 
PHILIP THOREK, M.D. 


Applied Medical Library Practice. By 
Thomas E. Keys. Springfield, Ill.: Charles C 
Thomas, Publisher, 1958. Pp. 495. Illustrated. 


The librarian of the Mayo Clinic has com- 
piled a very thorough guide for the wsers of 
the medical library. He gives very cogent 
advice on the administration of the medical 
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library, explains the accepted systems of cata- 
loging and classification, the use of medical 
indexes, etc. There is also much historical ma- 
terial on the development of medical libraries 
and medical publishing in the United States. 
References are profuse, and the Appendix con- 
tains a list of publishers of medical and related 
books in the United States, arranged alpha- 
betically by city; a list of the medical book- 
dealers in the United States who handle new 
books (arranged in the same way); a list of 
antiquarian booksellers; a list of top circula- 
tion medical journals; and a bibliography of 
medical works that have been reproduced in 
facsimile. The index is thorough. 

This informative volume should be on every 
medical library shelf and in the personal lib- 
rary of all who have occasion to use sources of 
medical knowledge. 


i A 


. . . Even when he was as much overlord of the continental medical professors as 
Frederick Barbarossa was over the Germanic princes in the Middle Ages, Rudolf 
Virchow’s influence was always tempered by the rising science of bacteriology under 
Louis Pasteur and Robert Koch, who taught that microbes are the cause of disease, 
and that identifying and killing them is the main object of medicine. It would not 
be true to say that Rudolf Virchow overlooked microbes; but certainly he never 
wavered from his belief that the cell and the tissue of cells embodied the funda- 
mental of disease. W. H. Welch stated that Virchow’s conception of cellular patholo- 


gy was the greatest advance which scientific medicine had made since its beginning. 


—Williams 




















Vaginal and Abdominal Total Hysterectomy. 
Backer, O. G., and Kriestoffersen, K., Acta 
Chir. Scandinav. 114:67, 1958. 


The early results of 99 vaginal and 110 
abdominal hysterectomies are reported. The 
two approaches showed the same complica- 
tion rate, 12 per cent following vaginal hys- 
terectomy and 9 per cent following abdominal 
hysterectomy. The postoperative tempera- 
ture curve and the duration of the stay in 
the hospital were identical. The total oper- 
ative mortality rate was 1 per cent. 

The late results were studied by a follow- 
up of 90 patients of the vaginal and 84 of 
the abdominal series. This revealed prolapse 
in 43 per cent of the vaginal cases. In the 
abdominal series 8 per cent had prolapse. 

It is concluded from this study that vagi- 
nal hysterectomy offers no primary advan- 
tages over the abdominal procedure. 


EDMUND LISSACK, M.D. 


Tumors of the Parotid Gland. Bruzelius, S., 
Cederquist, E., Linell, F., and Bergman, F., 
Acta Chir. Scandaniv. 114:1, 1958. 


The histologic classification of parotid 
tumors is still unsettled, nor is there univer- 
sal agreement as to the best form of treat- 
ment. Radiotherapy has not been widely 
accepted, although some favorable results 
have been reported. 

In recent years there has been an increas- 
ing tendency to operate on mixed tumors 
more radically than before, owing to their 
tendency to recur. There has been disagree- 
ment among prominent authors concerning 
the value of irradiation in preventing the re- 
currences of such tumors. 

The present report deals with the results 
of combined surgical intervention and radio- 
therapy for both benign and malignant pa- 
rotid tumors. 

In the cases of benign tumor (118) the pa- 
tients were all treated in much the same way. 
Preoperative telegamma irradiation was em- 
ployed as a rule, via one field. After three 
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to four weeks the tumor was enucleated or 
excised. Then 10 mg. radium tubes with fil- 
ters corresponding to 2 mm. of lead were 
immediately deposited in the wound cavity, 
where they were usually left for ten to 
twelve hours. In 81 patients primarily 
treated in this fashion and followed for five 
to eighteen years, no recurrences have been 
observed. In a second group, 14 patients op- 
erated upon at other hospitals with subse- 
quent irradiation at the authors’ hospital 
several days after the operation, there were 
recurrences in 2 of 6 patients who were 
treated only with intracavital radium and 
in 3 of 8 who were given only telegamma 
therapy. In a third group of 5 patients 
treated in the authors’ hospital by operation 
only there were no recurrences, but this 
group was, of course, too small to be signifi- 
cant. In a fourth group numbering 54, 
treated by operation alone (enucleation or 
extirpation) at other hospitals, there were 
14 recurrences. 

In all, 17 recurrences of tumors primarily 
operated elsewhere were treated by combined 
operation and irradiation in the authors’ 
hospital in Lund. Of these, the tumor re- 
curred in only 2. These 2 were later oper- 
ated upon a third time, with subsequent 
irradiation, and have not recurred in 8 and 
11 years respectively. Postoperative compli- 
cations consisted of facial paresis, delayed 
healing and fistulas of the salivary gland. 

Persistent facial paresis occurred in 9 of 
the 112 patients who were given combined 
therapy. Three of these occurred in the re- 
current group of 17 cases. The paresis was 
total in 5 and partial in 4. Transient facial 
paresis appeared in 9 patients. Delayed 
healing was observed in 19 cases, in 7 of 
which the patients were operated upon be- 
cause of recurrences. Fistulas of the saliv- 
ary gland occurred in 6 cases, in 3 of them 
after reoperation. Five of the fistulas 
healed within four months and the sixth af- 
ter more than one year. This analysis in- 
cates that, in the case of benign parotid 
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tumors, a combination of surgical treatment 
and irradiation is superior to surgical treat- 
ment alone. 

The malignant parotid tumors (49) were 
treated along similar lines, except that the 
doses of irradiation were larger. The intra- 
cavital application of radium tubes was sup- 
plemented with postoperative telegamma 
treatment, usually through several fields, in- 
cluding also the regional lymph nodes. The 
overall frequency of recurrence in the vari- 
ous groups of malignant parotid tumors was 
high. Of the 49 patients, 1 or more recur- 
rences developed in 21. There were 18 
deaths from malignant disease, 14 of them 
within five years. Because of these discour- 
aging results, the authors conclude that more 
radical surgical treatment in combination 
with radiotherapy must be recommended for 
malignant growths. 

In the authors’ clinic, most tumors are not 
operated upon until preoperative telegamma 
treatment has been given. Exceptions to this 
rule are superficial tumors freely movable 
beneath the skin. During operation the spec- 
imen is sent to the pathologist for immediate 
frozen section study. If the diagnosis is 
benign mixed tumor, radium tubes are placed 
in the wound cavity and no further measures 
are necessary. If it is malignant tumor, the 
operation is extended to include total paroti- 
dectomy, and, as a rule, radical neck dissec- 
tion is added. Generally, the authors ocn- 
sider postoperative irradiation indicated. If 
the histologic diagnosis cannot be made 
during the operation, radium tubes are in- 
serted in the wound cavity. If the tumor is 
malignant the same plan is followed, usually 
with external radiotherapy added later. 


THOMAS WILENSKY, M.D. 


Meckel’s Diverticulum in Childhood. Mc- 
Parland, F. A., and Kiesewetter, W. B., Surg. 
Gynec. & Obst. 106:11, 1958. 

In this article the authors review the em- 
bryologic and pathologic anatomic aspects 
of Meckel’s diverticulum. They describe 
the formation of the omphalomesenteric duct 
and explain how arrest of the obliterative 
process at different stages accounts for the 
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variety of anatomic conditions observed. The 
common variants are named and described. 
These are fibrous cord, umbibical sinus, mu- 
cous cysts and the classic ileal diverticulum. 
The common complications of Meckel’s 
diverticulum are hemorrhage, intestinal ob- 
struction and perforation or inflammation of 
the diverticulum. Meckel’s diverticulum is 
the most frequent congenital anomaly of the 
gastrointestinal tract. It is most often 
symptomatic in patients under 1 year of age. 
The chief complaints are rectal bleeding, 
abdominal pain, vomiting and a draining 
sinus. The treatment for this condition is 
surgical, and the authors express their opin- 
ion that all diverticula found at operation 
should be removed. All deaths in this series 
were due to severe complications in sympto- 
matic cases. In conclusion, the authors 
stress the point that Meckel’s diverticulum 
should be considered if rectal bleeding 
occurs in a patient under 2 years of age. 


JAMES H. ERWIN, M.D. 


Experiences with the Retrosternal Eso- 
phageal Replacement Employing Jejunum or 
Ileum. Jezioro, Z., and Kuz, H., Surgery 
44:275, 1958. 


An extensive experience in the construction 
of a retrosternal esophagus in 28 patients 
operated upon in Wroclaw, Poland, is herein 
submitted. All had suffered chemical burns 
of the esophagus at various times, and all had 
been previously treated by dilations and gas- 
trostomy for months to years. In 23 patients 
the retrosternal esophagus was constructed 
from jejunum and from ileum, with a cecal 
cap including the ileocecal valve in the re- 
maining 5. There was only 1 death, that of 
a man aged 50 who died from pneumonia four 
months after discharge. 

In the author’s opinion there are many 
advantages in constructing a totally new 
esophagus from small intestine and placing 
it retrosternally by means of a _ two-stage 
operation. They state that the procedure is 
simple and well tolerated. The placement of 
the intestine into the anterior mediastinum 
created no side effects referable to the thoracic 
viscera. Functionally and cosmetically the 
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operation is far better than the antethoracic 
procedures and is better also than other trans- 
thoracic methods. The major problem revolves 
around the mobilization of a sufficiently long 
jejunal loop with its blood supply intact. Since 
1951 they have been able to mobilize sufficient 
jejunum in almost all cases, owing to experi- 
ence from an extensive anatomic study of the 
arterial and venous supplies to the portion 
of bowel selected for transplantation. 


A carefully studied technic has been de- 
veloped for the division of minimal numbers 
of blood vessels close to the roots of the su- 
perior mesenteric vessels, together with com- 
plete division of the intervening peritoneum 
in the intervascular spaces and the occasion- 
ally necessary displacement of the superior 
mesenteric vessels in a cephalad direction, 
with or without division of the ileocolic vessel. 


At the first stage, mobilization of the 
jejunum or ileum was carried out and intra- 
abdominal anastomosis between stomach and 
bowel made after the small bowel had been 
pulled through the mesocolon. The retroster- 
nal tunnel was then dissected and the mobi- 
lized intestine placed through it to the cervical 
region. The esophago-intestinal anastomosis 
in the cervical region was made at the second 
operation. 

The technical details of dissection of the 
retrosternal tunnel are described, together 
with the complications that may ensue. Pneu- 
mothorax on one or both sides may occur dur- 
ing the dissection, and, although this compli- 
cation is not particularly hazardous when 
intratracheal anesthesia is employed, a routine 
radiographic examination of the thorax after 
the operation is advised. Pneumothorax is 
likely to be overlooked, since it may occur in 
the absence of evident damage to the pleura. 


THOMAS WILENSKY, M.D. 
Beck’s Operation for the Treatment of An- 


gina Pectoris. Niedner, F. F., Die Medizi- 
nische 13:508-512 (March 29) 1958. 


It is erroneous to assume that angina pec- 
toris, anginal pain or cardiac infarctions are 
caused by decreased influx of blood to the 
heart, insufficient coronary circulation or hy- 
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poxemia. Patients with advanced anemia, val- 
vular disease or cyanosis, for example, do not 
have cardiac sensations despite low arterial 
oxygenation (60 per cent or less). 

Clinical experience during cardiac surgical 
procedures, according to the experimental ob- 
servations of C. S. Beck and his group, has 
shown that disturbances of heart action as 
well as the majority of infarctions are caused 
by electric phenomena. The latter are due to 
irregular blood distribution in the myocar- 
dium. Consequently, the therapeutic aim is to 
establish a continuously equal distribution of 
blood to all the parts of the heart muscle. This 
can be achieved by early dilation of the coro- 
nary collaterals to a diameter of up to 200 
microns. Thus, full and lasting compensation 
is provided in advance for an anticipated or 
imminent obstruction of one of the coronary 
arteries, or for an already infarcted segment 
of the myocardium. 

The four steps leading to an optimal dila- 
tion of the collateral vessels are: (1) Rough- 
ening of the pericardium and epicardium; (2) 
application of crude asbestos powder on the 
heart, in order to produce adhesions; (3) par- 
tial ligation of the sinus coronarius, and (4) 
attachment of mediastinal fat tissue to the 
heart with sutures. 

These four steps constitute the principle of 
Beck’s operation, which is superior to all the 
other surgical methods and, at the same time, 
a comparatively simple procedure. 

A surgical approach is contraindicated, 
however, in cases of cardiac enlargement or 
insufficiency. Furthermore, patients who have 
had a coronary infarction within the past six 
months should not be subjected to this opera- 
tion. 

Conversely, Beck’s method is advised in 
cases with past infarction, anginal pain or a 
family history of frequent attacks of angina 
pectoris. 

Of 285 patients who underwent Beck’s op- 
eration, 83 per cent were alive after three 
years, whereas the three-year survival rate 
for 265 patients without surgical intervention 
amounted to only 59 per cent. 

The procedure of Beck is considered the best 
of all the surgical methods for the protection 








against myocardial infarction and for the re- 
lief of angina pectoris. 


ERNEST G. ABRAHAM, M.D. 


A Study of 268 Patients with Carcinoma 
of the Midrectum Treated by Abdominoperi- 
neal Resection with Sphincter Preservation. 
Waugh, J. M., and Turner, J. C. Jr., Surg., 
Gynec. & Obst. 107:777, 1958. 


The authors present follow-up data on 268 
patients with carcinoma of the midportion (5 
to 10 cm. above the dentate line) and upper 
portion of the rectum who underwent com- 
bined abdominoperineal resection with preser- 
vation of the anal sphincter. They concluded 
that if this procedure included ample resection 
of the sigmoid mesentery, the perirectal tissue 
and the internal anal sphincter in lesions lo- 
cated within 1 inch (2.5 cm.) of the levator, 
it would be a sound operation for carcinoma, 
the results of which would compare favorably 
with those following the Miles operation. 


JOHN A. ZIEMAN, M.D. 


A Histochemical Evaluation of Carcinoma 
in Situ of the Cervix Uteri. Nesbitt, R. E. L., 
Jr., and Stein, A. A., Surg., Gynec. & Obst. 
107:161, 1958. 


The cervical tissues obtained from biopsy 
and hysterectomy specimens were stained with 
hematoxylin and eosin and by periodic-acid- 
Schiff technics. The latter stain was useful in 
identifying the basement membrane and there- 
fore in detecting objective invasion, as well as 
in estimating the degree of differentiation and 
maturation of the cervical epithelium. It ap- 
peared that carcinoma in situ of the ectocervix 
is a distinct entity, characterized by atypical 
basal cell hyperplasia with failure of cell mat- 
uration. When this lesion appears in the en- 
docervix it results from reserve cell hyper- 
plasia, with absolute failure in differentiation 
as well as in maturation. 

Until more is known of the fine correlation 
of structure and function, considerable effort 
should be exerted to establish precise and uni- 
form histologic criteria for the diagnosis of 
carcinoma in situ. 

The cervical tissues from 42 acceptable 
cases of carcinoma in situ were subjected to 
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careful histologic and cytochemical study in 
this series. The purpose of the study was to 
seek specific histologic criteria for diagnosis, 
to search for a reliable method of identifica- 
tion of the basement membrane and to attempt 
evaluation of the biologic characteristics of 
the lesion. 
EDMUND LISSACK, M.D. 


Anterior Approach to the Upper Ureter. 
Tauber, A. S., and Maluf, N. S. R., J. Urol. 
80:13-16, 1958. 


The authors describe the anterior approach 
to the upper portion of the ureter. 

The advantages of this incision over the 
classic lumbar incision are: (1) the ureter is 
exposed quickly; (2) heavy muscles, blood ves- 
sels and nerves are avoided; (3) postoperative 
pain and ileus are minimal, and (4) the pa- 
tient does not have to be “jack-knifed” into 
position. 

. This approach is not recommended for full 
exploration of the kidney. 


SHEPARD JEROME, M.D. 


Cervical Tampon-Synchronous Test for 
Ovulation. Doyle, J. B., J.A.M.A. 167:1464, 
1958. 


There is a period in each month when the 
mature graafian follicle will expel its liquor 
folliculi. Unless promptly aspirated by the 
tubes the egg floats down the side of the pel- 
vis, where, if tubal motility and patency are 
unimpaired, one of the tubes will siphon it up 
and propel it toward the uterus. 

The cervical value determined by the tampon 
Tes-Tape test for dextrose in the cervical mu- 
cus becomes maximal synchronously with pos- 
itive results of tests from cul-de-sac transu- 
date of liquor folliculi. Simultaneous positive 
results are observed after contact for one min- 
ute with fluid directly aspirated from the fol- 
licle. The test appears to be a good direct test 
for studying tubal siphonage of liquor folliculi. 

This simple test, which can be done at home, 
has been devised for a sharp rise in the dex- 
trose concentration present in the cervical se- 
cretion simultaneously with the occurrence of 
ovulation. 

EDMUND LISSACK, M.D. 
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